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Plastic Epiploitis (Epiploitis Plastica) 


KARL SCHLAEPFER, M.D., F.I.C.S. 


MILWAUKEE, WISCONSIN 


flammation of a part of the greater 

omentum. It results from a chronic 
mechanical irritation, as encountered in an 
umbilical or inguinal rupture, or any other 
external or internal hernia containing a part 
of the omentum. 

Torsion in the hernial sac or intermittent 
compression by the hernial ring or from the 
outside (truss, corset) causes an increasing 
fibrosis of the omentum. This type of epip- 
loitis is called spontaneous. A second form 
of plastic epiploitis follows certain opera- 
tions in which a partial resection of the 
omentum has been performed. At the site 
of the ligatures a proliferative inflammation 
ensues, giving rise to definite symptoms. 
The inflammation in the omentum may be 


Pitre epiploitis is a chronic in- 


purely a reaction to a surgical procedure, 
such as resection of clumpy omentum pres- 
ent in a hernial sac. Or a low-grade infec- 
tion may establish itself in the omentum by 
transmission from an adjacent organ (ap- 
pendix, gallbladder). Following an appen- 
dectomy, the omentum becomes attached to 
the inverted stump of the appendix or some- 
where in its vicinity. Intermittent pull or 
torsion of this adherent piece of omentum 
eventually gives rise, possibly after years, 
to symptoms simulating indigestion or even 
intestinal obstruction. 

At the end of a cholecystectomy, a piece 
of omentum is sometimes put between the 


- gallbladder bed and the ligamentum hep- 


atoduodenale to prevent adhesions. This 
omentum may become chronically inflamed 
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and symptoms simulating intermittent 
chronic dyspepsia may result. 

The postoperative form of plastic epip- 
loitis was first described by Lucas Cham- 
pioniére’ (1895). He observed it after her- 
nia operations in which some omentum had 
been resected. Later Schnitzler’ and Braun* 
published similar observations. Von Oppol- 
zer in an exhaustive monograph stressed the 
importance of this rather rare clinical pic- 
ture with uniform pathological findings as 
its cause. 

Desbonnet* and von Oppolzer* added 
another form of plastic epiploitis, resulting 
from hemorrhage or thrombosis in the 
omentum following a heavy blow to the 
abdomen. They called this “traumatic ep- 
iploitis.” Desbonnet reports the case of a 
girl who suffered a severe blow (kick) to 
the abdomen. Several days later the girl was 
operated upon for acute appendicitis. A 
bluish, greatly thickened omentum (hema- 
toma) explained the vomiting and the ele- 
vated temperature (101.5 F.). Von Oppol- 
zer’s patient was a man, fifty-two years of 
age, who three weeks previously, while 
carrying a load on his back, suddenly fell 
forward on his stomach. He complained of 
severe pain in the back. A movable tumor 
the size of a hen’s egg was palpable in the 
left side. Laparotomy revealed a hematoma 
in the omentum. 


SPONTANEOUS PLASTIC EPIPLOITIS 


A piece of omentum steadily or inter- 
mittently lodged in a hernial sac may under- 
go increasing fibrosis as a result of chronic 
mechanical irritation. There may be no 
symptoms. If the ring at the base of the 
hernia is narrow, short spells of indigestion 
may occur which are overlooked. ‘Tempo- 
rary strangulation within the hernial sac 
may ensue, owing to vascular disturbances 
in the omentum and edema formation. In- 
digestion may be present, associated with 
local pain. If the content in the sac is liber- 
ated, the symptoms subside. Parumbilical 
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and multilocular umbilical hernia in obese 
persons will often bring about spells of 
transitory local pain with indigestion. If 
the pains persist and become more severe, 
the picture of strangulated hernia necessi- 
tates operation. Edematous omentum with 
free fluid in the hernial sac is found. More 
advanced vascular changes with bloody ex- 
travasation and thrombosis may even be en- 
countered. Part of the omentum may be ad- 
herent to the wall of the hernial sac. This 
might explain why the same piece of omen- 
tum always slips into the sac, Chronic me- 
chanical irritation with intermittent vascu- 
lar obstruction will result in a fibrous or 


. clumpy omentum. 


Clinically we find attacks of pain accom- 
panied with nausea and vomiting. For years 
these may be transitory. With every subse- 
quent spell they may increase in severity, 
finally necessitating surgical intervention. 

In one long-standing case of a hernia of 
the linea alba (parumbilical hernia), with 
frequent vague symptoms of indigestion, 
relief was brought about by resection of 
protruding omentum and hernioplasty. In- 
spection of the stomach excluded pathology 
(ulcus) in its wall. 

Umbilical hernia of years’ standing in 
very obese persons commonly gives the pic- 
ture of plastic epiploitis. 

Also inguinal hernias, mostly of the scro- 
tal type, may manifest themselves by re- 
peated attacks of indigestion, nausea, vomit- 
ing and local pain. Clumpy, fibrous omen- 
tum, either free or adherent to the wall of 
the hernial sac, is found at operation to be 
the causative factor. 

Inasmuch as the omentum readily plasters 
itself in a protective manner against any 
localized inflammation within the abdomen 
(appendix, gallbladder, tube and ovary) or 
over an ulcerative process (stomach, duo- 
denum), a proliferative chronic inflamma- 
tion will result with pseudotumor forma- 
tion. At times the clumpy fibrous omentum 
is not in direct contact with the primary 
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focus of infection. Considering the fre- 
quency of acute inflammations within the 
abdominal cavity, evidence of plastic epip- 
loitis is rare. Very often the omentum be- 
comes acutely inflamed, due to contact with 
the primary focus of infection. After the 
primary focus is eliminated, either by con- 
servative measures or by surgery, the in- 
flammatory changes in the omentum regress 
and disappear if not too advanced. Except 
for minor scarring, no chronic stage of in- 
flammation persists. The possibility of 
chronic plastic epiploitis must be borne in 
mind. It will give the clue to many vague 
abdominal symptoms. 

Chronically inflamed omentum lying 
within the abdominal cavity can become 
twisted, simulating an abdominal tumor. It 
is usually found on the same side as an exist- 
ing hernia, at the level of the navel or above. 
The twisted omentum is edematous, firm, 
and at times discolored, becoming bluish 
like an infarct. Free fluid is present in the 
abdominal cavity. The clinical symptoms 
associated with such a condition are very 
acute and fulminant, simulating a bowel ob- 
struction. 

A modification of this pathological condi- 
tion due to thrombosis following torsion is 
an epiploitis resulting from embolism of the 
omental arteries or thrombosis of the corre- 
sponding veins. This is a very rare occur- 
rence. The sudden onset and the acuteness 
of the clinical picture are characteristic. A 
primary cardiac condition must be demon- 
strable. Hernia or torsion of omentum has 
to be excluded. Other infarcts in spleen or 
coronary vessels will help in the diagnosis. 

A foreign body (fish bone, bone spicule, 
needle) can slowly penetrate the intestinal 
wall without many clinical symptoms. If it 
becomes embedded in the omentum, it will 
give rise to chronic or plastic epiploitis. 


EPIPLOITIS FOLLOWING OPERATION 


Less frequent than the spontaneous form 
of plastic epiploitis is the postoperative one. 


In the course of an operation, fibrous omen- 
tum is resected to eliminate chronic inflam- 
matory changes in it. In another group the 
omentum is interposed as a protective meas- 
ure at the place where an inflamed organ 
(appendix, gallbladder) has been removed. 

As prototype of the first group hernio- 
plasty must be mentioned. The abstract of 
a personal experience which initiated the 
study of this clinical entity follows: 


H.K., male, 58 years of age, suffered for years from 
a bilateral scrotal hernia. The truss which he wore 
did not retain the hernia. Except for occasional pain 
of short duration he had no complaint. On September 
20, 1939, after carrying a bucket of water, he sudden- 
ly experienced a severe pain in the right groin and 
felt nauseated. The pain became general all over the 
abdomen. Under rest in bed and sedation, the pain sub- 
sided. On September 21, he returned to work. To- 
ward evening the pain in the right groin recurred, 
with nausea. On September 22, he stayed in bed. The 
pain persisted. Hospitalization was advised. 

Examination revealed a muscular, well-nourished 
man with bilateral scrotal hernias. The content of the 
right hernia could not be completely reduced. The 
content of the left hernia was easily reduced. The 
hernial rings were wide with firm outlines on both 
sides. 

At operation (September 27) shrunken fibrous 
omentum attached to the cord was found in the left 
hernial sac. This omentum was resected at its base 
before reduction. Hernioplasty (Halsted) concluded 
the operation. On the right side thickened omentum 
was found adherent to the wall of the hernial sac. It 
was freed by sharp dissection and resected. Halsted 
repair of hernia followed. 

At first the patient made an uneventful recovery. 
The wounds healed by primary intention. On the 
eighth postoperative day he suddenly complained of 
severe pain around the navel. Abdominal distention 
became conspicuous. He felt nauseated. There was 
no elevation of temperature or pulse. Under local heat 
(infra-red light and atropin) the symptoms subsided. 
In the next two days patient had two similar attacks 
of several hours’ duration. Under short-wave treat- 
ments he made a complete recovery. 

Resection of the omentum instituted a secondary 
epiploitis at the site of the ligatures. The reactive 
hyperemia of the short wave remedied the local in- 
flammatory reaction. 


Among 30 cases of epiploitis Braun’ re- 
ported 21 observations following hernio- 
plasty: Delore* reports two observations in 
500 hernia operations. Championiére’ men- 
tions two among 274 operations for rup- 
ture. Tuffier’ observed it once in 600 her- 
nioplasties. In some instances small abscesses 
were found around the ligatures in the re- 
maining omentum, pointing to infected 
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material. Silk usually causes less foreign 
body reaction than catgut. A constitutional 
factor which varies with the individual must 
be borne in mind as an additional agent for 
the resulting plastic epiploitis. 

Even reposition of clumpy fibrous omen- 
tum can cause epiploitis (Schmieden’). In 
these instances a low-grade infection must 
have been present at first. 

In addition to hernioplasty, plastic epip- 
loitis not uncommonly follows appendec- 
tomy. The adherence of omentum to the 
cecum and appendix in acute appendicitis is 
a frequent finding at operation. After ap- 
pendectomy part of the omentum may ad- 
here to the stump of the appendix and re- 
main there silent for years. In some in- 
stances this stretched omentum may give 
rise to vague symptoms of indigestion for 
short spells. For years no attention is paid 
to these attacks until the symptoms become 
more severe, culminating in a picture simu- 
lating intestinal obstruction. 

Clinically, there exist indigestion with 
colicky pain, constipation, meteorism and 
singultus. Exacerbations with vomiting and 
abdominal rigidity may occur. The tem- 
perature is not elevated much. A slight 
leukocytosis may be present. Negative 
X-ray studies are important in differentiat- 
ing from intestinal obstruction. 

A mass, more or less movable, may be felt 
indistinctly. Only if occurring shortly after 
operation is the muscular rigidity such that 
palpation is unsatisfactory. Exploration is 
indicated and will clear up the picture, as 
illustrated in three personal observations. 


CASE REPORTS 


Case No. 1.—J.N., a nurse, 24 years, had an ap- 
pendectomy for chronic appendicitis in April, 1935. 
Her recovery was uneventful. The menstrual history 
was unimportant. She was well until April 4, 1940, 
when she noticed a slight pain in the stomach region. 
On April 5 the pain recurred. It did not interfere with 
her work. In the evening of April 6, after work, the 
pain became very intense, with intermittent vomiting. 
She was hospitalized. 

_Examination—Temperature 98 F. Pulse 80. Res- 
piration 20. Hemoglobin 88 per cent. Red count 4,730,- 
000. White count 18,000. Neutrophils 90 per cent (seg- 
mented). Lymphocytes 3 per cent. Urine: negative. 


Status localis—The abdomen was not distended. 
Some muscular rigidity was elicited in the lower left 
quadrant. No masses were felt. Vomiting persisted. 
Pains were constant and severe with exacerbations at 
short intervals. 

Operation.—Ethylene anesthesia was used. No free 
fluid was present in the peritoneal cavity. There was 
no injection of serosa. The jejunum was moderately 
distended and the ileum collapsed. The colon was mod- 
erately distended. Pelvic organs showed nothing of 
importance. Stomach and gallbladder showed no pa- 
thology. A piece of omentum was attached to the 
cecum and the adjacent lateral abdominal wall for 4 
cm. in width. It was liberated by sharp dissection. The 
defect on the cecum was covered by serosa stitches. 
The thickened free end of the omentum was resected. 
The stumps of silk ligatures were covered with serosa 
stitches. Closure of the wound was made in layers 
after pouring 200 cc. of amfetin into the abdomen. 

The patient made an uneventful recovery and has 
remained free of any symptoms ever since. 


Case No. 2.—K.L., female, 43 years.of age, a dieti- 
tian, had an appendectomy performed in 1920 with un- 
eventful recovery. In 1932 she underwent a cholecys- 
tectomy. For the last four years she had spells of 
colicky pain in the right lower quadrant lasting sev- 
eral hours and repeating themselves daily. At times 
no spells occurred for weeks or even months. The 
menstrual history was unimportant. Short-wave and 
Elliot treatments were of no avail. From Christmas, 
1939, the patient had steady pain, though most of the 
time she was not incapacitated. At times she had to 
lie down and apply heat to obtain temporary relief. 
There was no loss of weight. 

Examination—Temperature 98 F. Pulse 80. Res- 
piration 20. Red count 5,070,000. Hemoglobin 94 per 
cent. White count 6,800. Neutrophils 68 per cent. 
Lymphocytes (small) 26 per cent. Urine: negative. 

Status localis—The abdomen was not distended. 
No muscular rigidity was present. There was tender- 
ness to the right and below the navel. An indistinct 
mass was felt. Otherwise there was no abnormal find- 
ing. 
Operation—Operation was performed February 27, 
1940, under avertin basal-ethylene anesthesia. No free 
fluid was found in the abdominal cavity. The right 
ovary was cystic. The right tube was thickened. Both 
were therefore removed. A piece of omentum was 
stretched out to the right lower quadrant and attached 
with broad base to the medial aspect of the cecum. 
The cecum was greatly distended. Sharp dissection of 
thickened granular omentum from this place of at- 
tachment was made. The raw surface on the cecum 
was covered with serosa. The thickened omentum was 
resected and the stumps covered with serosa. Amfetin 
200 cc. was poured into the abdomen before closing 
the wound in layers. The patient made an uneventful 
recovery. All symptoms subsided. 


Case No. 3.—A.R., female, a housewife, 36 years 
of age, had an appendectomy 14 years ago with an 
uneventful recovery. Ever since the operation she ex- 
perienced occasional spells of distention of short dura- 
tion. Expelling of gas would relieve symptoms. The 
menstrual history was irrelevant. On the evening of 
February 16, 1940, after a heavy meal, she felt un- 
comfortable. During the night the pain became more 
severe. There were nausea and vomiting. 

Examination—Temperature 98 F. Pulse 80. Res- 
piration 20. Red count 4,450,000. Hemoglobin 85 per 
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cent. White count 9,100. Neutrophils 89 per cent. 
Lymphocytes (small) 10 per cent. 

Status localis—The abdomen was soft and not 
tender. There was nowhere muscular rigidity. No mass 
could be felt. Vaginal examination was negative. 
Under hot turpentine stupes and sedation (Trasentin) 
some relief was obtained for a matter of hours; then 
pain and vomiting returned. 

Operation—Operation was performed February 18, 
1940, under ethylene anesthesia. No fluid was present 
in the abdominal cavity. The intestines were normal. 
A piece of omentum was stretched out from the mid- 
dle line to the cecum and the adjacent lateral abdomi- 
nal wall. It was liberated by sharp dissection. The 
thickened omentum was resected. The denuded area 
was covered with serosa. Patient made an uneventful 
recovery and has been free from symptoms ever since. 


In all these three patients the symptoms 
were basically identical. The ‘pathology 
found at operation showed a plastic epip- 
loitis following appendectomy. Resection 
of the pathological omentum remedied the 
conditions completely in all three instances. 

In the course of inflammatory pelvic 
conditions and following gynecological 
operations, the omentum can become ad- 
herent to parts of the pelvis with resultant 
epiploitis (Hadra’). Many vague symptoms 
of dyspepsia, increasing to attacks of nausea, 
may be due to such adhesions. Additional 
pathology in the pelvis may obscure the 
picture and divert the attention at opera- 
tion from an omentum which is chronically 
inflamed and adherent to some part within 
the pelvis. Hydrotherapeutic measures or 
diathermy, preferably short wave, will 
clear up many of these cases. When forced 
to resort to surgery, a study of the above 
cases following appendectomy might prove 
helpful. If the omentum is adherent to any 
part.in the pelvis, it should be removed and 
recurrence prevented by resection of the 
fibrosed omentum. 

Following operation in the upper abdo- 
men, epiploitis is not so frequently en- 
countered, unless the omentum has been 
fixed surgically into an abnormal location. 
An observation following cholecystectomy 
might illustrate this complication. 


T.B., female, a stenographer, 27 years of age, had 


a cholecystectomy for cholelithiasis in January, 1935. 
No pathology of the stomach or duodenum was found. 
After an uneventful recovery the patient continued to 


complain of a “heavy” sensation in the stomach re- 
gion. Belching was frequently experienced. A “globus”- 
like symptom was present. Bowel movements were 
regular. Appetite was good only for certain foods. 
In February, 1936, the patient complained of fullness 
of the stomach. Food would not pass easily into the 
stomach. Various symptomatic remedies had no last- 
ing effect. In May, 1936, an X-ray study of the stom- 
ach was made which revealed no pathology of the 
stomach, 

In May, 1938, the patient still complained of heavi- 
ness in the stomach region. She looked well and kept 
her weight. Gradually the spells became less severe. 
Today the patient is free from symptoms. Although 
not verified by operation, this case is cited as of pos- 
sible help in similar observations following cholecys- 
tectomy. Instead of using omentum for covering the 
gallbladder bed, as in the above case, I now prefer a 
transplant from the falciform ligament, as advocated 
by Thorek.” 


DIAGNOSIS 


Spontaneous epiploitis can be present for 
years without causing symptoms, except for 
vague dyspepsia or anorexia of short dura- 
tion. On the other hand, the symptoms may 
be severe from the beginning and simulate 
an acute obstruction of the bowel. The dif- 
ferential diagnosis is often very difficult. 
Exploratory laparotomy, which 1s indicated 
in the case with obstruction in question, 
will settle the diagnosis. 

Also in postoperative epiploitis the clini- 
cal picture may be very vague until an 
acute exacerbation with no relief by symp- 
tomatic treatment necessitates operation. It 
may become manifest days, weeks or years 
after operation. If it takes a chronic inter- 
mittent course, proper diet without abnor- 
mal physical exertion may cause the symp- 
toms to abate. A tumor, more or less mov- 
able, is sometimes felt rather indistinctly. If 
occurring shortly after operation, the con- 
comitant muscular rigidity is such that pal- 
pation cannot be conclusive. 

If the symptoms increase in severity, sim- 
ulating acute bowel obstruction, exploration 
is urgent. The temperature is in most in- 
stances subfebrile. However, slight eleva- 
tion may be present. Where a purulent in- 
fection is present, the temperature is ele- 
vated with remission. Leukocytosis is never 
marked and may even be absent. If present, 
it points toward an acute infectious process. 
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In very acute cases the preoperative diag- 
nosis is acute appendicitis, volvulus, torsion 
of ovarian cyst or acute cholelithiasis. Even 
negative X-ray findings are not conclusive, 
inasmuch as we find the condition in early 
stages of the other acute surgical conditions. 


THERAPY 


Considering the variety in the clinical 
symptoms and their severity, the therapy 
cannot be uniform. Where the discomfort 
is only moderate and transitory, sympto- 
matic treatment will diminish the distress. 

In the cases occurring days or weeks after 
a hernioplasty or an appendectomy, con- 
servative measures will suffice, namely: rest 
in bed; local heat (stupes, short wave). If 
the symptoms recur again and again or if 
the symptoms increase to a picture simulat- 
ing ileus, exploratory laparotomy is indi- 
cated for exposure of the underlying pa- 
thology. Elimination of the causative factor 
is desirable, as illustrated in the cases re- 
ported above. 

Resection of the inflamed portion of the 
omentum is the method of choice in most 
instances. In the literature, cases are re- 
ported where resection of the colon or small 
bowel became necessary because of exten- 
sive adhesive inflammation in the omentum. 
Where the condition of the patient does 
not justify such a drastic measure because 
of the extent of the involved intestine, a 
short-circuiting entero-anastomosis will give 
relief from the distressing symptoms. 


SUMMARY 

Plastic epiploitis is a clinical entity which 
arises from an inflammation of part of the 
omentum, spontaneously or as a sequela of 
an abdominal operation. The symptoms re- 
sulting from it vary from vague dyspepsia 
to acute intestinal obstruction. 

The differential diagnosis is often very 
difficult. In most instances the preoperative 
diagnosis is acute appendicitis, volvulus, 
torsion of the ovarian cyst or acute chole- 


lithiasis. Exploration reveals absence of these 
conditions. Thickened omentum, adherent 
somewhere in the abdomen, is found the 
causative factor. Resection of the pathologi- 
cal portion of the omentum results in cure. 
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RESUME 
Epiploite plastique 

L’epiploite plastique est une entité clini- 
que qui dérive d’une inflammation d’une 
partie de l’omentum, spontanément ou apres 
opérations addominales. Les symptomes 
qu’en résultent varient d’une vague dis- 
pepsie a une acute obstruction intestinale. 

Le diagnostique differentiel est souvent 
assez difficile. Dans la plus grande partie 
des cas le diagnostique préopératif est ap- 
pendicite aigué, volvolus, torsion d’une 
cyste ovarienne ou colelitiase aigué. L’e- 
ploration demontre absence de ces proces. 
Le facteur causal qu’on rencontre est un 
omentum épaissi, adhérent a l’abdomen dans 
quelque partie. Résection de la portion 
pathologique de l’omentum est le traitement 
curatif. 

ZUSAM MENFASSUNG 


Plastische Epiploitis 


Die plastische Epiploitis ist ein klinisches 
Zustandsbild welches spontan, bedingt 
durch eine Entziindung eines Teils des 
Omentum oder als Folge einer Bauchopera- 
tion, auftritt. Die Symptome variieren von 
denen einer vagen Dyspepsie zu denen des 
akuten Darmverschlusses. 

Die Differentialdiagnose ist oft sehr 
schwierig. In den meisten Fallen ist die pre- 
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operative Diagnose akute Appendicitis, 
Volvulus, Torsion einer Ovarialzyste oder 
akute Cholelithiasis. Die Probelaparatomie 
beweist die Abwesenheit dieser Zustinde. 
Verdicktes, irgendwo im Abdomen ange- 
wachsenes Omentum ist der Grund dieser 
Erscheinung. Die Resetion des patholocisch 
verdickten Teiles des Omentum, fiihrt zur 
Heilung. 


SUMARIO 
. La epiploitis plastica 

La epiploitis plastica es una entidad clin- 
ica que surge de una inflamacién espontanea 
del epiploon o como secuela de una opera- 
cién abdominal. Los sintomas que de ella re- 
sultan varian desde la dispepsia vagal a la 
obstruccién abdominal aguda. 

Fl diagnostico diferencial es frecuente- 
mente muy dificil. En muchos casos el diag- 
néstico pre-operatorio es de apendicitis 
aguda, volvulus, torsion de un quiste ovar- 
ico o colelitiasis aguda. La _ exploracion 
revela ausencia de estas condiciones. Se en- 
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cuentra que el factor causante es el epiploon 
engrosado, adherido en alguna parte del 
abdomen. La reseccidén de la porcién pat- 
olégica del epiploon restablece la salud. 


RIASSUNTO 
Epiploite plastica 


L’epiploite plastica é un’entita clinica che 
origina da un’infiammazion-e di una parte 
dell’omento, spontaneamente o in seguito 
ad operazione addominale. I sintomi che ne 
risultano variano da una vaga dispepsia ad 
un’acuta ostruzione intestinale. 

La diagnosi differenziale é spesso assai 
difficile. Nella maggior parte dei casi la 
diagnosi preoperativa é appendicite acuta, 
volvolo, torsione di una cisti ovarica 0 acuta 
colelitiasi. L’esplorazione dimostra assenza 
di questi processi. I] fattore causale che si 
riscontra € un omento ispessito, aderente 
all addome in qualche parte. Resezione della 
porzione patologica dell’omento é il tratta- 
mento curativo. 


INTERNATIONAL ASSEMBLY IN MEXICO 


BY INVITATION OF THE MEXICAN GOVERNMENT 


Those contemplating traveling to Mexico for the next 


International Assembly, to be held in Mexico City, Mexico, 


from August 10 to 14, 1941, may obtain information about 


transportation facilities, special Assembly train arrangements 


and excursion tours by addressing Dr. Max Thorek, Inter- 


national Secretary of the International College of Surgeons, 


850 West Irving Park Blvd., Chicago, Illinois. 








Abnormalities of the Cystic Artery as a Factor in 


Injury of the Extra-Hepatic Biliary Passages 


ANDRE B. CARNEY, B.S., M.D., F.LCS. 


TULSA, OKLAHOMA 


N 1924, while working with the late Dr. 
John F. Connors of New York City 
on surgery of the upper abdomen, I 
became particularly interested in the abnor- 
malities so frequently found in the blood 
supply of the gallbladder. We had occasion 
to observe and perform reoperations on 
many patients whose common or hepatic 
ducts had been considerably damaged dur- 
ing the course of a surgical procedure. 

During the past fifteen years, after ob- 
serving the blood supply in several hundred 
operations on the liver and gallbladder, I 
have convinced myself beyond any reason- 
able doubt that the main factor in injury to 
the hepatic ducts is a lack of clear knowl- 
edge of the anatomy of the blood supply of 
the gallbladder, or better, of the abnormal- 
ities of the anatomy of the blood supply of 
this area. In checking those cases in which 
we later performed some type of recon- 
struction operation, I found that in practi- 
cally every case there had been a history of 
rather severe hemorrhage at the time of the 
original operation. 

I shall attempt in what follows, in a brief 
but comprehensive manner, to review not 
only my own experiences but also abnor- 
malities reported in the literature, and if 
possible, to explain why these abnormalities 
should and do result in duct injury. 

It has been known for a long time, both 
from actual surgery and from autopsy find- 
ings, that many abnormalities do exist in this 
area. The blood supply is not anatomically 
consistent, and variations are such that, gen- 
erally speaking, no two gallbladder opera- 


tions can be done exactly alike, each ‘con- 
stituting an individual problem. The mere 
fact that the gallbladder can be removed 
with relative ease and safety in a great num- 
ber of cases by blindly clamping the duct 
has, in my opinion, resulted in duct injury, 
even where a normal‘cystic artery and duct 
are found. This type of surgery is common- 
ly referred to as “blind surgery,” and is, of 
course, avoided by the experienced surgeon. 
Even with a good exposure a most cautious 
and experienced surgeon will occasionally 
get into difficulties around the gallbladder 
which can quickly lead to serious trouble 
and prolonged surgical sequelae. 

To safeguard against such occurrences, 
and to insure safe, conservative surgery of 
this region, an accurate knowledge of the 
blood supply, not only of the liver and gall- 
bladder but of the entire upper abdomen, is 
absolutely essential. 


ANATOMY OF THE GALLBLADDER 


According to Cunningham’s Textbook of 
Anatomy, the gallbladder is a pear-shaped 
viscus composed of (from above down- 
ward) the fundus, the body, the neck and 
the cystic duct. The gallbladder is usually 
attached to the under surface of the liver, 
and the tip of the fundus emerges above the 
ower border of this organ at a point where 
the lateral edge of the right rectus muscle 
attaches to the costal margin. Occasionally 
the entire gallbladder may be within the 
substance of the liver and may be reached 
only after dividing the overlying liver par- 
enchyma. The gallbladder usually is, how- 
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ever, loosely attached to the underlying 
surface of the liver by overlying peritoneum 
and loose connective tissue, which thickens 
as the cystic duct and larger vessels are ap- 
proached. The cystic duct is a direct con- 
tinuation of the neck of the gallbladder and 
usually joins the hepatic duct after com- 
pleting an inverted “C.” This union occurs 
about two inches below the junction of the 
right and left hepatic ducts. 


BLOOD SUPPLY 


The blood supply of the gallbladder is 
derived from the cystic artery, which nor- 
mally arises from the hepatic artery in its 
middle one-third. The hepatic artery comes 
off the coeliac axis and in turn has five ma- 
jor branches, namely: (1) gastroduodenal, 
(2) right gastric, (3) right hepatic, (4) 
left hepatic and (5) in most instances, the 
cystic. It is with the cystic artery that I 
shall deal henceforth. 

The cystic artery usually arises from the 
hepatic artery, but it may arise from the 
right branch of this vessel. In approximately 
70 per cent of all cases it crosses posteriorly 
to the bile passages. In 25 per cent it crosses 
anteriorly to the bile passages, and in ap- 
proximately 5 per cent may arise from any 
part of the hepatic trunk and may approach 
the gallbladder in any one of several ways. 

The late Dr. Reginald H. Jackson, in an 
article appearing in Surgery, Gynecology 
and Obstetrics (1938) has graphically de- 
picted these abnormalities. With permission 
of his son, Dr. Reginald H. Jackson, Jr., I 
am herewith reproducing several drawings 
from his article which clearly illustrate 
some of my own points. My series con- 
tained all of the illustrated abnormalities 
with the exception of that in Figure 8, 
wherein the cystic artery arises from the 
right hepatic and divides into two branches. 
In addition, the gastroduodenal arises from 


the hepatic and crosses anteriorly to the. 


common duct in its middle one-third. This 
rare abnormality which Dr. Jackson ob- 


served only more forcefully illustrates the 
necessity of careful surgery and a clear idea 
of the anatomy of the blood supply of this 
region. 


ANESTHESIA 


Though uncomplicated surgery of the 
gallbladder is in most cases easily performed, 
in others it offers difficulties of varying de- 
gree. I shall not deal with types of incision, 
position of the patient or assistants, though 
where properly used, they all play an im- 
portant part in minimizing the possibility of 
danger and facilitating the difficult opera- 
tive procedure. I shall make a few observa- 
tions, however, relative to anesthesia, for 
without perfect anesthesia the hazards of 
this type of surgery are increased. The 
matter of anesthesia should be determined 
solely by the operating surgeon after care- 
fully studying the candidate for surgery. 

It has been my experience that the anat- 
omy in this part of the body cannot be 

roperly exposed without complete relaxa- 
tion. In all gallbladder surgery a quiet, well- 
relaxed patient and clear exposure of the 
operative field are essential to good work. 
Here the suitable anesthesia for the individ- 
ual case is of vital importance. 

Ether anesthesia as a rule is not satisfac- 
tory, owing to the fact that even under the 
most favorable of circumstances, the res- 
piration is labored and relaxation is not com- 
plete. From a strictly surgical standpoint, 
spinal anesthesia, of course, is far superior 
to all others. The relaxation is perfect and 
breathing is not labored. However, all can- 
didates for gallbladder surgery are not de- 
sirable risks for this type of anesthesia. For 
patients under forty-five years of age and 
with a minimum amount of liver disturb- 
ance, we feel that the next most satisfactory 
anesthesia is avertin, plus cyclopropane gas. 
For those over forty-five years cyclopro- 
pane alone is considered both safe and ef- 
fective. 

There are many factors which we must 
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Fig. 1. The normal cystic artery as it occurs in 
approximately 25 per cent of all cases. Cystic artery 
arises from the hepatic near the middle one-third and 
arches across the hepatic duct, joining the cystic duct 
about three-quarters of an inch above its junction with 
the hepatic duct. 


consider in deciding upon the type of an- 
esthesia to be used. The most important, of 
course, is the determination of the disturb- 
ance in liver function. 


SURGICAL CONSIDERATIONS 


Once complete relaxation is attained, the 
stomach is easily and gently packed off 
mesially, while the transverse colon and 
small intestines are packed downwards. The 
field is then well exposed, and it is a very 
simple matter to divide the overlying peri- 
toneum and expose the common duct. If the 
duct is to be opened, it is first further iden- 
tified by puncture with a no. 16 gauge 
needle, Aspiration of bile in the syringe not 
only eliminates any further doubt in the 
mind of the surgeon as to the anatomy, but 
further facilitates the operation. By divid- 
ing the peritoneum over the common duct 
and by blunt dissection to the right, the 


cystic duct is, as a rule, easily identified. 
This duct normally courses off the anterior 
surface of the hepatic, but in some few cases 
may course posteriorly to the passage and 
after partially encircling the duct, unite 
with it on the left side. It is as a rule easily 
identified by its size, color and shape. 
Once this identification is complete, an 
attempt is made to identify the cystic ar- 
tery. The terminal branches of this artery 
are easily noted as they ascend the gall- 
bladder, but the main body of the artery 
is not always so easy to identify. Usually 
(70 per cent) the cystic artery crosses be- 
neath the hepatic duct immediately above 
the junction of the cystic and hepatic ducts 
(Fig. 2). It courses posteriorly behind the 
neck of the gallbladder and approaches the 
anterior surface of the body from the left. 





Fig. 2. The most common and theoretically the nor- 
mal course of the cystic artery. This condition oc- 
curs in 70 per cent of all cases. The cystic artery 
comes off the hepatic in the upper one-third. It courses 
beneath the hepatic duct and reaches the cystic duct 
about three-quarters of an inch above the union of the 
cystic and hepatic ducts. 
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Once identified, this artery is ligated and 
divided where it approaches the cystic duct. 
The cystic duct is then ligated and divided; 
and after dividing the peritoneum on either 
side, the gallbladder is removed from below 
upwards. 


MOST FREQUENT ABNORMALITIES 


In many cases, however, the cystic artery 
does not follow this true anatomical course. 
This deviation from the normal is undoubt- 
edly a major cause of serious injury to the 
duct proper or to some part of the extra- 
hepatic biliary passages. I have found from 
experience that the cystic artery, in addi- 
tion to its normal anatomical course, may 
take one of five abnormal courses in ap- 
proaching the gallbladder, as will be seen 
in Figures 3-7. 

Because of these abnormalities I have 





Fig. 3. Probably the most common abnormality 
occurring in this area. The cystic artery arises from 
the right hepatic artery, courses beneath the hepatic’ 
duct and reaches the cystic at a point one-half to'three- 
— of an inch above the junction with the hepatic 

uct. 





Fig. 4. Probably the second most common abnor- 
mality, in which we find the cystic artery arising from 
the hepatic at the junction of the right and left hepatic 
arteries, coursing beneath the hepatic duct and reach- 
ing the cystic immediately at its junction with the 
hepatic duct. 


made it a hard and fast rule to seek careful- 
ly the cystic artery and to attempt in all 
possible cases to identify its origin. Authori- 
ties agree that in approximately 5 per cent 
of all cases some abnormality of this artery 
does exist. I have found that in somewhere 
near 20 per cent, or about 80 cases out 
of approximately 500, I was unable to iden- 
tify definitely the origin of the artery. Of 
the remaining cases some abnormality ex- 
isted in approximately 5 per cent. 

In my opinion no abnormality exists if 
the cystic artery arises from the hepatic 
artery at any point at the level of, or above 
the point, where the cystic unites with the 
hepatic duct. Whether the artery ap- 
proaches the gallbladder anteriorly or pos- 
teriorly to the hepatic duct is immaterial, 
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Fig. 5. An abnormality which is not common but 
one in which little difficulty is ever encountered in 
handling. The cystic artery arises from the hepatic 
near its beginning, courses along the anterior surface 
of the common duct to a point immediately behind 
junction of the cystic and the hepatic, where it turns 
abruptly to the right, reaching the cystic duct. 


since we know that these two courses are 
considered as normal. If the artery comes 
off below this given point or from any 
branch of the hepatic, then an abnormal- 
ity is said to exist. The most common ab- 
normality which we have encountered is 
one in which the cystic artery arises from 
the right branch of the hepatic artery (Fig. 
3). This abnormality is not difficult to deal 
with when suspected, but should hemor- 
rhage occur in such a case, owing to the 
close proximity of the right branch of the 
hepatic duct and the short stump of the 
artery, one is very likely to include the duct 
in the clamp even when the exposure is 
unusually good. 


A second, but somewhat similar, abnor- 
mality is one in which the cystic artery 
arises from the right hepatic vessel, but near 
the junction of the right and left vessels as 
they separate from the hepatic proper. This 
is clearly shown in Figure 4 and deserves 
the same attention as the above-mentioned 
abnormality, to which it is closely related. 
The dangers attendant upon hemorrhage 
from this vessel lie in the fact that it is very 
easy to include the duct proper in the clamp 
or ligation unless exposure is adequate. 

These are the two most common abnor- 
malities encountered in surgery of this area. 


Unless properly handled, they can and do 








Fig. 6. An unusual abnormality which infrequently 
occurs. The cystic artery arises near the origin of the 
hepatic, courses beneath the common duct to a point 
approximately one-half inch above the junction of the 
hepatic with the cystic, then turns abruptly to the right, 
reaching the cystic duct one-half to three-quarters of 
an inch above its junction with the hepatic. Bleeding 
from this vessel frequently leads to serious conse- 
quence due to the fact that it is very difficult to pick 
up on account of the anatomy described above. 
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lead to serious results. In any case where the 
ducts have been damaged, the mortality 
rate increases in direct proportion to the 
extent of the damage, and naturally the 
morbidity increase results in prolonged hos- 
pitalization and suffering. In surgery of this 
area a few extra minutes spent in obtaining 
better exposure and safer ligation invariably 
result in better end results. 

There is a certain margin of safety in 
gallbladder surgery below which we can- 
not expect to go. We must constantly take 
stock of our equipment, both mental and 
physical, in order to reassure ourselves that 
this margin is not too high. Only a few 










Fig. 7. Showing an accessory cystic artery arising 
from the first part of the hepatic, coursing anteriorly 
to the common duct and joining the gallbladder in its 
lower one-third. It also shows the cystic artery pri- 
marily arising from the right hepatic and joining the 
cystic duct one-half to three-quarters of an inch above 
its junction with the hepatic duct. 


years back few hospitals in the country 
could boast of a gallbladder mortality rate 
of less than 10-15 per cent. Today there 
are few institutions with a mortality rate 
for all gallbladder surgery exceeding 3-4 
per cent, and for the simpler cases, exceed- 
ing 0.5 per cent. 

What has brought about this radical 
change? In my opinion it is the direct re- 
sult of careful study on the part of the sur- 
geon, not only of preoperative preparation 
but also of surgical technic. Through a 
well-exposed operative field the different 
structures are more easily identified and 
more properly and carefully handled, and 
hemorrhage is consequently less apt to oc- 
cur. Abnormalities such as I have described 
above, and the three which I will mention 
later, are no longer surgical handicaps but 
are properly labeled as abnormalities, and 
in capable hands are treated merely as a 
part of a routine operative procedure. 


OTHER ABNORMALITIES 


In two of these abnormalities the cystic 
artery arises from the hepatic proper but at 
a point below the junction of the cystic and 
hepatic ducts, Abnormalities of this nature 
are not nearly so apt to result in duct in- 
jury in the event of hemorrhage as are those 
cases in which the artery is short and re- 
tracts rapidly. In case of hemorrhage, man- 
ual pressure of the hepatic artery with the 
thumb and index finger respectively, in and 
above the foramen of Winslow, controls 
the flow of blood until the bleeding point is 
picked up. Being long, the vessel makes the 
procedure more simple than in the case of 
the other abnormalities. The cystic artery 
in these cases, it will be noted from Fig- 
ures 5 and 6, is long and therefore more 
easily handled in case of accident. 

In Figures 5 and 6 it will also be noted 
that the cystic artery arises directly from 
the hepatic, but low down on the stalk. In 
Figure 4 the artery crosses posteriorly to 
the duct and follows the cystic duct pos- 
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Fig. 8. An unusual condition reported by Dr. Regi- 
nald H. Jackson, in Surgery, Gynecology and Obstet- 
rics, vol. 67, 1938. This shows the cystic artery origi- 
nating from the right branch of the hepatic artery ap- 
proaching the cystic duct beneath the hepatic duct and 
dividing into two branches. The lower branch supplies 
the cystic duct and the neck of the gallbladder and the 
upper branch supplies the body of the fundus. In addi- 
tion, the gastroduodenal artery has its origin from 
the lower one-third of the hepatic proper, crossing 
anterior to the common duct. This anatomical abnor- 
mality of the gastroduodenal artery could result in 
pressure on the common duct or could result in severe 
hemorrhage at the time of an operation on the com- 
mon duct. 


teriorly to the gallbladder. Figure 5 shows 
the artery arising from low down on the 
hepatic artery, but crossing anteriorly to the 
common duct and following the anterior 
surface of this duct to the gallbladder. It is 
easy to see that little danger of injury to 
the common duct would be expected in case 
of hemorrhage from either of these abnor- 
malities. The arteries are long and closely 
adherent to the common duct, do not retract 
readily and are easy to catch once loosened. 

Figure 7 shows a somewhat different 
condition, which I have had occasion to 


observe in a single instance. In this case the 
cystic artery arises low down on the stalk 
of the hepatic artery, and an accessory 
cystic artery arises from the right hepatic. 
Even though one of these vessels should 
become loosened, the anatomy is such that 
with reasonable care the vessel may be 
caught without unnecessary damage to the 
common duct or, if above, to the hepatic 
duct or either of its divisions. 


CONCLUSIONS 


Undoubtedly there are many other ab- 
normalities in this area never definitely iden- 
tified as such. In routine postmortem ex- 
amination no effort is made to determine 
the presence or absence of abnormality in 
this area unless the pathologist is especially 
requested to do so, and for this reason I feel 
that other interesting abnormalities have not 
been noted. 

In this brief space I have attempted to 
show why an abnormality in one system, 
namely, the blood supply, might result in 
surgical injury to an adjacent system, the 
extra-hepatic biliary passages. The above 
sketches, while rough, will, I trust, clarify 
my attempt to visualize these abnormalities. 
We have many surgeons in this country 
today who number their operations on the 
extra-hepatic biliary passages in the thou- 
sands, and naturally I feel somewhat reticent 
to review the anatomical abnormalities in a 
series of only a few hundred cases. In addi- 
tion to my own surgical experiences, how- 
ever, I have consulted many articles, some 
having definite bearing on this paper, others 
only remotely connected. The authors 
whose papers have been reviewed in con- 
nection with this article are contained in the 
bibliography. 

SUMMARY 


To safeguard against injury to the hepatic 
ducts in gallbladder surgery, an accurate 
knowledge of the blood supply of the liver, 
gallbladder and entire upper abdomen is es- 
sential. 
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ABNORMALITIES OF 


Abnormalities in the cystic artery are de- 
scribed and illustrated and surgical consider- 
ations, including anesthesia, are discussed. 
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RESUME 
Anormalités de lartére cystique dans les 
operations sur la vésicule biliaire 
Pour sauveguard contre les dommages 
aux conduits hepatiques dans la chirurgie 
de la vésicule biliaire, est indispensable une 
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conaissance exacte de lirroration du sang, 
pas seulement du foie et de la vésicule bil- 
laire, mais aussi de l’entiére partie superieure 
de l’abdomen. Anormalités de l’artére cysti- 
que sont décrites en détail et considerations 
chirurgicales sont discutées, y comprise an- 
esthésie. 
ZUSAMMENFASSUNG 
Abnormitaten der Arteria Cystica bei 
Gallenblasen Operationen 


Um in Gallenblasenchirurgie Verletzun- 
gen der Gallenwege vorzubeugen, ist nicht 
nur eine genaue Kenntniss der Blutzufuhr 
der Leber und Gallenblase, sondern auch 
des ganzen oberen Abdomen, wesentlich. 

Die Abnormititen der Arteria cystica sind 
im einzelnen beschrieben und abgebildet 
und die chirurgischen Erwagungen ein- 
schliesslich der Anesthesie sind besprochen. 


SUMARIO 


Las anormalidades de la arteria cistica en 
las operaciones de la vesicula biliar 


Para proteger a los conductos hepaticos 
del dafio causado en la cirujia de la vesicula, 
es esencial un conocimiento preciso de todo 
lo que pueda dar sangre, no unicamente en 
el higado y vesicula, sino en todo el abdo- 
men superior. 

Se describen e ilustran con detalle las 
anormalidades de la arteria cistica y se dis- 
cuten las consideraciones _quirargicas in- 
cluyendo la anestesia. 


RIASSUNTO 


Anormalita dell arteria cistica nelle 
operazioni sulla cistifellea 


Per stare in guardia contro danni ai dotti 
epatici nella chirurgia della cistifellea, ma 
anche dell’intera parte superiore dell’ad- 
dome, ¢€ indispensabile una conoscenza ac- 
curata dell’irrorazione sanguigna, non solo 
del fegato e della cistifellea ma anche dell’- 
intera parte superiore dell’addome. Ven- 
gono dettagliatamente descritte abnormalita 
dell’arteria cistica e vengono discusse con- 
siderazioni chirurgiche, inclusa |’anestesia. 











Extradural Anesthesia 


ALBERT GUTIERREZ, M.D., F.L-CS. 


BUENOS AIRES, ARGENTINA 


N this paper I wish to call brief atten- 
tion to my experience with extradural 
anesthesia, which Dr. Pagés described 

in 1921, and used with great success, and 
which Professor Dogliotti of Italy did so 
much to further. 

Since 1932 we have used this procedure 
in 5,200 anesthesias, with what we consider 
splendid results. This statement can be 
borne out by several distinguished North 
American physicians who called on our 
service while visiting Buenos Aires. 

This method is based on the introduction 
of the anesthetic solution in the extradural 
space, outside the dura mater, where it 
comes into contact with the spinal roots and 
ganglia. The anesthetic agent acts on the 
spinal roots, also on the sympathetic system, 
passing through the conjunction foramina. 


PUNCTURE 


In making the puncture, great care must 
be taken not to pierce the dura mater. In 
case this happens, the needle must be ex- 
tracted and a new puncture made in a dif- 
ferent zone in the same region. 

In 1933 we emphasized the importance 
of the liquid absorption produced at the 
level of the extradural space, describing a 
step which greatly simplifies the technic, 
thus making its execution possible in a larg- 
er number of cases. We employ a special 
needle with a cavity at the posterior end, 
where a drop of the anesthetic solution is 
deposited. The needle is then slowly pushed 
toward the extradural space. In the majority 
of cases, when the needle reaches the space, 
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the drop is absorbed and drawn inward. In 
others an oscillating movement is observed, 
and sometimes, though very seldom, no 
modification at all is noticed. 

Until the needle reaches the space, it is 
impossible to introduce the liquid contained 
in the syringe, and a strong resistance is 
noted. Once the needle reaches the space, 
the fluid is easily expelled from the syringe 
(syringe test). The sign referred to is ob- 
served in go per cent of the cases when 
carefully sought. 

We now make the punctures only in the 
lumbar region, preferably with the patient 
in a sitting position, as for intradural or 
spinal anesthesia. 


ANESTHETIC SOLUTION 
We use the following anesthetic solution: 


Novocaine......... 0.50 gr. 
Pantocaine......... 0.05 gr. 
Physiological serum 50 cc. 


The anesthetic powder must be sterilized 
by tyndallization, and mixed with the steril- 
ized physiological serum at the precise mo- 
ment the puncture is accomplished. It is 
then very slowly introduced into the extra- 
dural space, according to the aforemen- 
tioned indication. 

The quantity used depends on the physi- 
cal state of the patient, on his height and 
on the nature of the disorder with which he 
is affected. For upper abdominal operations 
we generally employ from 4o to 50 cc. of 
the solution. For lower abdominal opera- 
tions, from 30 to 40 cc. For major gyneco- 
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logical surgery, from 40 to 45 cc. For lower 
limb interventions, usually from 30 to 35 cc. 

Owing to the wide diffusion of the an- 
esthesia, at times reaching the chin, thoracic 
surgery can be performed with the same 
dose as employed for upper abdominal sur- 
gery. The puncture must be made in the 
lumbar region. 

The anesthesia lasts, according to the 
quantity injected, from two to two and 
one-half hours. 


AREA AFFECTED 


The area affected extends from the soles 
of the feet upwards, according to the quan- 
tity injected, and allowing for individual 
factors. In abdominal surgery we generally 
obtain anesthesia which reaches the clavicles, 
first or second intercostal spaces, with 4o 
cc. With a larger dose the anesthesia may 
reach to the chin. More localized zones of 
anesthesia can be obtained by laying the 
patient on his side while making the punc- 
ture. A smaller dose can then be employed. 
The area of the spinal nerves should be 
kept in mind in order to obtain the proper 
zone of anesthesia. 

Counterindications for the employment 
of this type of anesthesia are the same as 
for spinal anesthesia. 

We have amply treated this topic in our 
own country, and this is so a limited ré- 
sumé of the procedure; our colleagues Soresi, 
Valerio, Senger and Botone, Malan, Hess, 
Harger, Odom, and Heissig, have treated it 
in the United States. 


SUMMARY 


The author has used extradural anesthesia 
since 1932 in 5,200 cases with excellent re- 
sults. It is indicated in operations on the ex- 
tremities, in the lower abdomen, in the up- 
per abdominal or thoracic regions and in 
major gynecology. A special needle is used. 
If the spinal canal is entered, a new punc- 
ture must be made. 


RESUME 
Anesthésie extradurale 


L’auteur a employé anesthésie extradurale 
depuis l’année 1932 dans 5,200 cas avec des 
resultats excellents. Elle est indiquées dans 
les operations sur les extremités, sur le bas 
abdomen, dans les regions superieures de 
Yabdomen et du thorax et dans la chirur- 
gie mineure. Une aiguille speciale est em- 
ployée. Si on entre dans le canal spinale, on 
doit faire une nouvelle piqire. 


ZUSAMMENFASSUNG 
Extradurale Anesthesie 


Der Author verwendete extradurale An- 
esthesie seit dem Jahre 1932 in 5,200 Fallen 
mit ausgezeichneten Resultaten. Sie ist bei 
Operationen der Extremitaten, im Unter- 
bauch, im Oberbauch oder Thoraxgegen- 
den und in grosser Gynekologie, angezeigt. 
Eine eigene Nadel wird verwendet. Wenn 
der Spinalkanal angestochen wird muss ein 
neuer Einstich gemacht werden. 


SUMARIO 
La anestesia extra-dural 


F] autor ha usado la anestesia extra-dural 
desde 1932 en 5,200 casos resultados excel- 
entes. Es indicada en las operaciones de las 
extremidades, en el abdomen bajo y alto, en 
las regiones toracicas y en las grandes in- 
tervenciones ginecoldgicas. Se usa una 
aguja especial. Si se entra en el canal espinal, 
se debe hacer una nueva puncion. 


* RIASSUNTO 
Anestesia extradurale 


L’A.ha usato anestesia extradurale fin dal 
1932 in 5,200 casi con risultati eccellenti. 
E indicata in operazioni sulle estremita, sul 
basso addome, nelle regioni superiori del- 
l’addome o del torace ¢ nella ginecologia mi- 
nore. Viene usato un ago speciale. Se si 
entra nel canale spinale, bisogna fare una 
nuova puntura. 











Gangrene of the Uterus Complicating 


Cesarean Section: Ruptured Uterus* 


CASE REPORTS AND REVIEW OF THE 


LITERATURE 


LAWRENCE MATTHEW MARLEY, M.D., M.LCS. 


CHICAGO, ILLINOIS 


WO major complications of preg- 
nancy and labor, rupture of the 
uterus and gangrene of the uterus, 
both occurring with atypical symptomat- 
ology, are presented in this report. ; 

The patient, a well-nourished, robust 
woman 32 years of age, was referred to me 
at term by a physician who reported a nor- 
mal course during the entire pregnancy. 
Her history revealed that she had under- 
gone an operation some four years previ- 
ously for ruptured, ectopic pregnancy on 
the right side. The appendix was also re- 
moved at that time. 

With the onset of labor pains and with 
membranes intact, she was admitted to the 
Obstetrical Department of the Hospital of 
St. Anthony de Padua, Chicago. 

Early in labor a large amount of green- 
ish vaginal discharge was noted. Repeated 
rectal and one vaginal examination reveal- 
ed after several hours of labor that no 
progress was being made. An X-ray exam- 
ination of the lower abdomen and pelvis 
demonstrated the presence of a large, full- 
term, intra-uterine fetus presenting no ob- 
vious deformities or congenital anomalies. 
Cephalic presentation in LOA position, 
with no appreciable degree of molding of 
the fetal head, was noted. No gross dispro- 
portion between the fetal skull and pelvic 
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inlet was indicated. After forty hours of 
labor with no progress obstetric consulta- 
tion was held. Rectal examination revealed 
about two fingers’ dilatation of the cervix 
uteri. The fetal heart tones, which had 
been 140 per minute, of good value and 
strong, had increased to 160 per minute and 
were not as strong as at first. Because of the 
uterine inertia and the signs of fetal dis- 
tress, it was deemed best to perform an ab- 
dominal section. 


OPERATION 


A low paramedian incision 15 cm. long 
was made together with a low, classical in- 
cision of g cm. in the anterior uterine wall. 
The unruptured amniotic sac seemed friable 
in character, greenish in color, and adherent 
to the endometrium. A moderate amount of 
amniotic fluid was noted. 

The head was delivered from the pelvis 
by placing two fingers of the left hand be- 
neath the head and exerting slight pressure. 
The operative incision was sutured in the 
usual manner with three rows of fine 
chromic catgut. Upon the completion of 
wound suture, a tear was discovered in the 
lower anterior uterine segment in the median 
line which was not connected in any way 
with the operative wound. This rent extend- 
ed downward through all the layers of the 
uterus to about 5 cm. of the external os. A 
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transverse laceration of 6 cm. was also noted 
at the internal os. The rent in the superior 
inferior diameter was drawn together by 
four interrupted fine catgut sutures. The 
bladder was uninjured. Two small strips of 
plain gauze were placed anterior to the 
wound to control capillary oozing. One 
medium cigarette drain was placed in the 
upper part of the tear to facilitate drainage. 
A retention catheter was placed into the 
bladder to control distention and this was 
kept in situ for 36 hours. 

In the course of the operation, adhesions 
were noted on the posterior uterine wall, 
involving the ileum. The transverse colon 
was dilated; there were many adhesions 
about the previous laparatomy scar, and 
the tubes and ovaries appeared normal. 

How and when the laceration occurred 
in the lower uterine segment cannot be 
stated definitely. It was either entirely spon- 
taneous, occurring most likely during the 
excitement stage of anesthesia, or was per- 
haps associated with delivery of the head. 
Bleeding from the rent was not profuse. 
After delivery of the child 1 ce. of pituitrin 
was injected into the posterior uterine wall. 

The mother left the operating room in 
fair condition. The male infant was normal 
and in good condition, with a weight of 
eight pounds and fifteen ounces. 


POSTOPERATIVE COURSE 


For a period of forty-eight hours no un- 
toward manifestations were observed. Then, 
however, pulse rate, temperature and res- 
piration began to rise. The abdomen was 
soft but somewhat distended; the bowels 
moved freely with enemata, and urine pass- 
ed spontaneously during the postoperative 
period. No paralytic ileus existed at any 
time. 

The patient’s condition continued to 
grow worse, with only temporary remis- 
sions or slight improvement despite vigilant 
postoperative treatment. This treatment 
consisted of hot turpentine stupes to the ab- 
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domen, an Abbott tube into the jejunum, 
the use of a rectal tube to lessen distention, 
intravenous administration of normal saline 
solution and 5 per cent dextrose, three 
transfusions of citrated blood (no reac- 
tions), and the administration of sulfanila- 
mide, neoprontosil, nasal oxygen and seda- 
tives for pain and restlessness. 

At first there was a moderate amount of 
drainage from the wound and little vaginal 
bleeding. The patient became nauseated and 
vomited a greenish colored fluid. She was 
restless, complained of pain and became 
cyanotic, uncooperative and irrational. 

On the fourth postoperative day much 
dark discharge from the vagina was noted. 
Air was noted escaping from the vagina 
and the discharge was frothy in character. 
Cultures from the wound raised suspicion 
of gas bacillus infection and cultures were 
sent to the state laboratory. Death occurred 
on the fifth postoperative day. Rectal tem- 
perature at the time of death was 106.5 F. 

The overwhelming nature of the infec- 
tion is revealed by the differential white cell 


count: 
Postoperative Day 


2nd 3rd 4th 5th 





Segmented neutrophil 


leukocytes.......... 50% 87% 60% 29% 
Nonsegmented neutro- 

phil leukocytes...... 8% 2% 26% 45% 
Lymphocytes......... 9% 9% 10% 11% 
MOMOCYIES. 2.65.50. 3% ieee 4% 4% 


Necropsy findings were the following: 
“Gangrene of the anterior wall and cavity 
of the lower uterine segment with a large 
perforation of the anterior wall (probably 
Bacillus subtilis associated with gangrene). 
Gangrenous endometritis of the upper 
uterine segment and the cervical canal. 
Early generalized peritonitis, most marked 
in the lower abdomen.” 

Peritonitis evidently developed late, when 
the patient was in the terminal stage. 

The tentative clinical diagnosis of gas 
gangrene was not confirmed by the state 
laboratory. 


The bacterioscopic findings were: “Peri- 
toneal fluid—many pus cells. Many gram- 
positive cocci, single, in pairs, and short 
chains and a few gram-positive short rods.” 
There were similar findings pertaining to 
fibrinous pus in the pelvic peritoneum. 

Culture of the peritoneal fluid revealed: 
“Agar—large, gram-positive rods, with only 
a slight suggestion of spore formation. These 
are similar to those seen in cultures during 
life. Broth—small gram-positive rods and 
cocci, some in short chains.” 

Cultures during life (these consisted of 
vaginal secretion and discharge from the 
incision): “Anaerobic and aerobic cultures 
and rabbit inoculation reveal only an aer- 
obic, spore-bearing, gram-positive bacillus, 
which is probably Bacillus subtilis.” 


GANGRENE OF THE UTERUS AND THE 
GAS BACILLUS 


There were a number of observations 
during the short postoperative course which 
were not inconsistent with the clinical diag- 
nosis of gas gangrene infection of the 
uterus. In a review of the literature on gas 
gangrene in general, and gangrene of the 
uterus in particular, the admonition is made 
repeatedly not to give too much weight to 
a single negative culture. The laboratory 
difficulties in making a positive diagnosis are 
emphasized. 

Callender and his co-workers, in review- 
ing cases of gas gangrene in civil practice, 
(San Francisco Department of Health, 1920- 
1938, 109 cases), give the symptoms as 
pain, fever, accelerated pulse rate and local 
changes. Pain is often the first symptom 
and may be out of all proportion to the in- 
jury. On the other hand, fulminating gas 
gangrene supervened in a supposedly clean 
wound and the patient complained “almost 
not at all.” Swollen and reddened wound 
edges, serous and serosanguineous exudate 
and gas bubbles revealed by X-ray consti- 
tute the most reliable clinical findings 
which should lead to examination of smears 
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and cultures of exudate from the depth of 
the wound. 

In a discussion of the micro-organisms as- 
sociated with the gas bacillus, Callender em- 
phasizes the difficulty of securing positive 
cultures. Cooperation between bacteriolo- 
gist and surgeon is essential to successful 
diagnosis. If material is insufficient, a nega- 
tive smear is not a convincing proof of the 
absence of this organism. The wide distri- 
bution of the gas bacillus and its presence 
in healthy, uncontaminated tissues is a com- 
paratively late discovery. Callender points 
out the possibility of activating latent spores 
lying dormant in tissues. Tissues damaged 
by operation are prepared for the rapid de- 
velopment of these spores. 

Mitchell and others review 208 cases re- 
ported by hospitals of New York State (ex- 
clusive of New York City). In 87 cases the 
diagnosis of gas gangrene was positive and 
in 48 cases the records were incomplete 
but sufficient to establish the diagnosis. In 
the remainder the diagnosis was question- 
able or the record too incomplete for use. 
Of the 135 accepted cases, 66 were fatal; 
7 were cases of pregnancy, all of which 
were fatal; only 1 of the 7 was confirmed 
by culture; all the others were diagnosed at 
autopsy. [Three followed criminal abortions, 
one self-induced abortion, and one follow- 
ed miscarriage with the removal of retained 
placenta by sponge forceps. In one case, an 
8-months’ pregnancy, there were no fetal 
heart sounds. Fever was present but the pa- 
tient was not exainined. No operation was 
performed and the diagnosis was made only 
at necropsy. Another patient in whom 
eclampsia and secondary anemia were -pres- 
ent, and who produced a living child by in- 
duced labor, revealed gas gangrene at nec- 
ropsy. 

Carrell, reporting a case of therapeutic 
abortion undertaken in a patient with active 
pulmonary tuberculosis, noted that before 
intervention there was a small amount of 
discharge of brownish blood having a foul 


odor. Smears showed enormous numbers of 
a “gram-positive, encapsulated, rod-like 
bacilli, typical of Welch bacillus.” The 
fetus was badly macerated. There had been 
previous attempts at self-induced abortion. 
Gas gangrene antitoxin was administered. 
The fetus was expelled, but a retained 
placenta necessitated manual removal. After 
a blood transfusion and repeated doses of 
antitoxin the removal was executed without 
instruments to avoid injury to the infected 
tissues. The patient recovered, which con- 
firmed the belief that a gas gangrene infec- 
tion within the uterine cavity is less likely 
to spread than in almost any other space in 
the body. 

Perhaps the most interesting study pre- 
sented in the literature, from the stand- 
point of throwing light on the personal case 
here reported, is that recorded by Eliason 
and his colleagues. They say, in part, con- 
cerning the uterus as an atrium: “Patients 
affected following abortion or instrumental 
delivery show marked constitutional reac- 
tion. The patient is prostrated, with a rapid, 
thready pulse, and an extreme fall in sys- 
tolic pressure. Restlessness and extreme pal- 
lor are noted. Toombs and Michelson re- 
ported jaundice in 50 per cent of the cases 
due to intense hemolysis, which more usu- 
ally causes dusky purple suffusion of the 
skin. They found the red blood cells below 
2,000,000 in 58 per cent of the cases and 
hemoglobin below 60 per cent in 78.5 per 
cent of the cases. A loss of 2,000,000 red 
blood cells in twenty-four hours is report- 
ed. A positive blood culture was present in 
sixteen cases during life. In other types of 
infection due to Clostridium Welchii, posi- 
tive blood cultures are rare. The Welch 
bacillus is probably present in a larger per- 
centage of cases of puerperal sepsis than is 
generally recognized.” (Wrigley, Falls.) 

Nason and Starr believe that the Welch 
bacillus is a more frequent complication of 
surgical procedures than is commonly be- 
lieved, and Williams notes a similarity be- 
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tween the clinical pictures of gas gangrene, 
late peritonitis and intestinal obstruction. 
He reports a lowered mortality rate in pa- 
tients with acute appendicitis when anti- 
toxin is used, also a decrease in restlessness 
and distention. (Bower and Clark report 
similar experiences; other workers discredit 
the theory.) 


RUPTURED UTERUS 

Hoffman reports six cases of ruptured 
uteri, two of which occurred in the Ob- 
stetrical Service, Charleston General Hos- 
pital, after March, 1934 (reported in Feb- 
ruary, 1939). He says that the ruptures oc- 
cur most frequently in multipara. Three 
cases of patients 18, 26 and 39 years old, 
respectively, were associated with previous 
cesarean section. It is perhaps significant 
that in the other three the ages were 29, 42 
and 42. Rupture followed administration of 
pituitrin in all three. In each case there had 
been repeated pregnancies, terminating 
sometimes in abortion. In one case the first 
pregnancy was ectopic, and a tube was re- 
moved. The second pregnancy was termi- 


nated by cesarean section following eighteen: 


hours of hard labor without progress. A 
nine-pound, living baby was delivered. It 
was noted that the body and fundus of the 
uterus were very thin. (Compare case here 
reported.) The third pregnancy ended in 
abortion. The fourth was to have been ter- 
minated a month before expected date by 
cesarean section, but rupture occurred some 
two weeks before the operative day decided 
upon. There was no shock, although the pa- 
tient traveled thirteen miles to the hospital. 
Hoffman says: “Rupture may and frequent- 
ly does occur without characteristic signs 
and symptoms.” 

Muschik reports a case of spontaneous 
rupture without alarming symptoms. This 
occurred in a 22-year-old woman who had 
had an abortion at four months accom- 
panied by fever. With the second labor pain 
and abdominal pressure the birth occurred 


spontaneously, but the loosened placenta 
slipped through the rupture into the ab- 
dominal cavity. No signs of pain or anemia 
indicated the occurrence of the rupture, 
which was discovered only upon manual 
attempts to remove the placenta. 

Antoine, reporting another case without 
symptoms or blood loss, emphasizes the im- 
portance of the condition of the uterine 
wall because of previous pregnancies and 
the presence of a large fetus. He also re- 
cords observing the lower segment of the 
uterus drawn paper-thin at cesarean section 
in another patient. 

A series of microscopic studies showing 
the nature of the pathological alterations of. 
the uterine wall associated with rupture of 
the uterus are presented by Wlassow. He 
also says that despite the pronounced char- 
acteristics of the classical picture of im- 
pending rupture of the uterus, it is not un- 
common to find cases in the literature in 
which there were no distinct premonitory 
signs. Sometimes the symptoms are so en- 
tirely lacking that the exact time of the rup- 
ture cannot be fixed either by the woman in 
labor or by the observing physician. There 
are cases reported in which no diagnosis was 
made and the condition was discovered 
only at autopsy. (Alexandrow, Jakowlew, 
Dneprow and others.) 

In the course of the last ten years in 
34,656 births there were six cases of com- 
plete and two of partial rupture. In one case 
cesarean section was performed following 
the clinical picture of Bandl’s rupture; in 
the other cases the premonitory signs were 
not recognized. The first case concerned a 
27-year-old woman who had had an earlier 
abdominal pregnancy. Laparotomy reveal- 
ed rupture at the site of the earlier trauma. 
A brief review of the other cases follows: 


CASE REPORTS 


Case 2.—The patient, 39 years old, had had ten 
pregnancies with eight spontaneous births; the ninth 
was a forceps extraction of a dead fetus. There was 
a tear in the lower segment of the uterus across the 
anterior wall. Microscopic examination revealed hy- 
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pertrophied muscle fibers interwoven with connective 
tissue and an acute fibrous process with infiltration of 
decidual tissue. This case of early and unexpected 
rupture was not associated with any mechanical hin- 
drance. Birth mechanism and pelvis were normal. 
There was an inflammatory process in the wall of 
the uterus with proportionally weaker labor pains and 
diminished activity. 

Case 3—In this patient there was no sign of im- 
pending rupture. She had had four normal births and 
one induced abortion. Inflammatory signs were pres- 
ent in the uterine wall on microscopic examination; 
and there was marked disproportion between the fetus 
and pelvis. 

Case 4.—The first pregnancy of this patient had 
occurred at the age of 35. She had given birth twice 
and had aborted three times (one induced). Scar- like 
tissue, probably the result of previous abortions, was 
present in the parts surrounding the tear. Dispropor- 
tion existed between the pelvis and fetus. No doubt a 
previous operation for shortening of the round liga- 
ment was also an unfavorable factor. Rupture was 
discovered at necropsy. 

Case 5.—The patient, age 32 years, had had six 
pregnancies with two births. There were energetic 





.labor pains and progress of labor. Some disproportion 


existed between the pelvis and fetus. The patient was 
prepared for cesarean section; her pulse was small 
(120) and there was pronounced skin_pallor. The pel- 
vis was found full of blood; the fetus was in loops 
of the intestine in the unbroken bag of waters. The 
tear was in the lower segment. Microscopic signs in- 
dicated a chronic inflammatory process with develop- 
ment of scar connective tissue. 

Case 6.—The patient, 38 years of age, had had ten 
previous births which came to term without compli- 
cations. She was on the table for forceps delivery 
when signs of rupture appeared. A quick, easy forceps 
delivery followed and laparotomy was performed, but 
the patient died. Microscopic examination revealed the 
presence of an inflammatory process and scar tissue, 
the result of previous births. 

Case 7.—This patient, 31 years of age, gave a his- 
tory of two previous pregnancies, one birth and one in- 
duced abortion. From onset there was little activity, 
indicating an inferior quality of the uterine wall. 

Case 8—The patient, 30 years old, was pregnant 
for the fifth time with an impending rupture. At ce- 
sarean section a hematoma was found in the right 
lower segment underneath which there was a muscle 
tear which did not extend into the uterine cavity. A 
living fetus was extracted and the tear sutured. There 
was a smooth postoperative course. The disproportion 
between fetus and pelvis was responsible for the 
stormy course of labor. There was no microscopic 
section in this case but the etiology of the rupture is 
clear. 


SUMMARY 


A case of gangrene of the uterus with 
rupture of the lower uterine segment is re- 
ported. The possible and probable etiologi- 
cal factors are reviewed, and the antecedent 
factors, as gleaned from the patient’s his- 
tory, are evaluated. It is concluded that in 
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all probability the gangrene in this case was 
occasioned by Welch bacillus infection. 

The literature of gas gangrene and rup- 
tured uteri is reviewed and several short case 
reports are given. 
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RESUME 


Gangrene de luterus compliquante section 
césarienne 


Un cas de gangrene de l’uterus avec rup- 
ture du segment inferieur est reporté et les 
facteurs étiologiques possibles et probables 
viennent résumés. Les facteurs antécédents 
déduits de l’histoire du malade sont évalués. 
Il semble qu’avec toute probabilité la cause 
de la gangrene dans ce cas ait été une infec- 
tion par le bacille de Welch. 


ZUSAMMENFASSUNG 


Gangriin des Uterus als Komplikation einer 
Sectio Caesaria 


Fin Fall von Gangrin des Uterus mit 
Ruptur des unteren Segmentes wird besch- 
rieben, die méglichen und wahrscheinlichen 
etiologischen Faktoren werden besprochen. 

Die aus der Krankengeschichte bekann- 
ten, vorhergehenden Umstinde werden be- 
wertet. Es scheint, dass aller Wahrschein- 
lichkeit nach, in diesem Falle das Gangran 
durch Infektion mit Welch Bazillus her- 
vorgerufen wurde. 
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SUMARIO 


Gangrena del utero que hizo compleja 
una seccion cesareana 


Se describe un caso de gangrena del utero 
con puntura del segmento bajo y se da 
cuenta de los factores etiologicos posibles y 
probables. 

Informes que se encuentran en la historia 
del paciente se estudian. Parece que la 
gangrena en este caso fué ocasionada por 
una invasion de bacillus de Welch. 


RIASSUNTO 
Gangrena dell'utero complicante 
sezionea cesarea 


E riportato un caso di gangrena dell’utero 
con rottura del segmento inferiore e sono 
riassunti 1 fattori etiologici possibili e proba- 
bili. Sono valutati i fattori antecedenti 
tratti dalla storia del paziente. Sembra che 
con tutta probabilita la causa della gangrena 
in questo caso fosse un’infezione da bacillo 


di Welch. 


SURGEONS OF CENTRAL AND SOUTH AMERICA 


Surgeons residing in Central and South America who de- 


sire to attend the International Assembly of the International 


College of Surgeons will please address Dr. Manuel A. Man- 


zanilla, Avenida Tamaulipas Num. 60, Mexico City, D.F. 








Nephro-Omentopexy for the 


Relief of Hypertension* 


J. SYDNEY RITTER, M.D., F.A.C.S.** 


NEW YORK CITY 


EXPERIMENTS ON ANIMALS 


VER since the experimental investi- 

gations of Goldblatt established a 

relationship between hypertension 
and the ischemic kidney, attempts have been 
made to re-establish kidney circulation and 
note its effect on hypertension. Goldblatt’s 
results, obtained by rendering animals hy- 
pertensive experimentally through renal 
arterial constriction, thus producing a renal 
ischemia, have been substantiated by other 
workers. 

The problem of restoring the kidney cir- 
culation then presented itself. Mansfield, 
Weeks, Steiner and Victor studied this 
problem by first producing experimental 
hypertension in dogs through renal arterial 
constriction, and then re-establishing kid- 
ney circulation through the pexis of either 
spleen or omentum to the kidney. Their 
results were impressive. In three of their 
dogs, after decapsulation and pexis with the 
omentum, they found a temporary reversal 
of hypertension. In four other dogs the cut 
surface of the spleen was attached to the 
renal surface or imbedded in an incision 
through the long axis of the kidney down 
to the pelvis. In these a permanent return 
of blood pressure to normal was established. 
The blood pressure in their animals before 
renal arterial constriction was 150. The 
blood pressures were elevated following 
arterial constriction to 220-250 mm. of 


“From the Urological Department of the Midtown Hospital; 
anatomical dissection at the New York Polyclinic Hospital. 
Read before the Genito-Urinary Section of the New York 
Academy of Medicine, February 21, 1940. . : 
**The author is grateful to Dr. Leo A. Shifrin for his aid in 
abstracting the literature. 
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Hg.; after the pexy, they fell to 130-180. 
The authors concluded that with omento- 
pexy the lowering of the blood pressure 
was temporary, while with splenopexy the 
low blood pressure was sustained. 

Davis and Tullis, experimenting further, 
used seven dogs in which the omentum was 
lifted from the peritoneal cavity and packed 
into an incision in the renal parenchyma. 
From this experiment they drew the fol- 
lowing conclusions: (1) that the omentum 
quickly becomes adherent to the renal par- 
enchyma, with large arterial and venous 
blood channels running from the omentum 
into the renal parenchyma and branching 
into fine capillaries; (2) that vasculariza- 
tion of the operated kidney was considerably 
greater than of the nonoperated kidney, 
with intertubular and glomerular capillaries 
distended in the artificially vascularized 
kidney. They also showed that after some 
time the operated kidney diminished some- 
what in size, with relative increase in the 
number of glomeruli and marked dilatation 
of the renal tubules; that in the operated 
kidney the specific gravity of the urine was 
lower, and the water diarrhesis greater, in- 
creasing from 5 to 100 per cent; that the 
operated kidney cleared 28.3 cc. of urea 
content per minute, compared to 13.6 cc. 
for the nonoperated kidney; finally, that the 
two-hour PSP test was 45 per cent com- 
pared to 27.5 per cent on the nonoperated 
side. 

MacNider and Donally corroborated the 
above findings in establishing adventitious 
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circulation in the normal kidney. Using 
fourteen dogs, they introduced the omen- 
tum into the kidney, incised through the 
cortex and into the medulla but not into the 
pelvis. This was sutured in place with fine 
sutures. They found capillaries with omen- 
tal connections entering the cortex and 
medulla. 

Since August, 1937, Bruger and Carter 
have treated eight patients with hyperten- 
sion by improving the right kidney circula- 
tion with an accessory circulation, While 
the results of their work have not been 
fully reported, they used the abdominal ap- 
proach to the kidney, decapsulated and en- 
veloped it in a new capsule of omentum. 
One of their cases came to necropsy several 
months after operation, death being due to 
causes other than the operation. They were 
able to show omental capillaries spreading 
through the kidney beyond the attachments 
of the nephro-omentopexy. They found the 
effects on lowering blood pressure encour- 
aging and stated that they hoped to do bi- 


lateral nephro-omentopexies later. 


TYPICAL CASE 


I. M., a female, age 32, a nurse, com- 
plained of persistent backache in the region 
of both kidney areas. Her family history 
was irrelevant except for the fact that the 
death of one brother a year before, at the 
age of 41, was said to be due to constant 
high blood pressure. 

In regard to her past history, she had had 
pleural effusion eight years before, which 
necessitated rest in bed for six months. An 
appendectomy was performed in 1936 be- 
cause of pain in the right lower quadrant 
and backaches. There was a high leukocyte 
count at the time of operation. The appen- 
dix was normal. She had had attacks of. pye- 
litis for the past ten years. Her general his- 
tory stated that she was constipated, com- 
plained of headaches, was a poor sleeper, 
had had shortness of breath with occasional 
swelling of ankles and hands. 


Her hypertensive history dated back sev- 
en years, when she was told that she had 
high blood pressure. The blood pressure 
ranged from 260 down to 160, never lower. 
In 1938 the patient experienced a feeling of 
collapse and pain in the left arm. This was 
diagnosed as a mild cerebral accident. It 
recurred on January 24, 1939, with sudden 
onset of collapse and slight paralysis of the 
left arm, weakness of the left leg and ter- 
rific headaches. The medical diagnosis was 
hypertension with mild cerebral hemor- 
rhage. Under medical care and rest, the pa- 
tient felt somewhat better. However, the 
hypertension remained. Shortness of breath, 
general fatigue, headaches and backaches 
were associated symptoms. 

In February, 1939, she was admitted to 
the Midtown Hospital, and assigned to the 
urological service for observation because 
of the persistent backache over both kidney 
regions. Blood pressure at the time of ad- 
mission was 160/94. 

Urological study.—Neither kidney was 
palpable. There were no areas of tenderness 
over either kidney or ureter. Flat X-ray was 
negative for calculus disease. Intravenous 
urogram showed a slight degree of pyelec- 
tasis on both sides. The indigo carmine renal 
function test was normal. Examination of 
specimens of urine from the separate kid- 
neys was negative. The blood picture at this 
time was normal. The blood chemistry 
showed a normal urea, CO: and sugar. 

Because of these negative findings, and 
the fact that there was no demonstrable 
pathology present to explain the hyperten- 
sion, plus the fact that medical therapy over 
a period of seven years had been unsuccess- 
ful, as established by the fact that the pa- 
tient was unable to pursue her usual occu- 
pation, we suggested a nephro-omentopexy. 


We explained to her that this was only an — 


attempt to help her and relieve her hyper- 
tension. She consented to this immediately. 
Though we had promised little, she pre- 
ferred the relief surgery might offer. 





re- 








OPERATION 


The operative technic used, as far as we 
could determine, has not been employed on 
a human by previous workers in this field. 

The usual left oblique kidney incision 
was made, exposing the perirenal fascia. 
This was separated from the posterior par- 
ietes, mobilizing the kidney with its peri 
and para renal envelopes. The peritoneum 
was then separated from the anterior aspect 
of the kidney. The perirenal fat was freed 
from the kidney, exposing a clear, smooth 
capsule. The peritoneum was now opened 
external to the descending colon, opposite 
the renal pedicle (Fig. 1). The omentum 
was next delivered through this opening. 
The medial edge of the peritoneal opening 
was sutured to the omentum by interrupted 
catgut sutures. Now the lateral peritoneal 
edge was sutured to the ventral aspect of 
the omentum by interrupted sutures. This 
closed the opening in the peritoneum, leav- 
ing this portion of omentum extraperitoneal 
(Fig. 2). 

Three longitudinal incisions were then 
made in the renal capsule—one on the con- 
vex surface, another on the anterior surface 
near the hilus and the third parallel to the 
second on the posterior surface of the kid- 
ney. The capsule was raised between these 
incisions and the omentum fed through the 
anterior incision, through the incision on 

the convex surface and then through the 
posterior incision of the incised capsule. 
The omentum thus lay subcapsular, and was 
kept in position by interrupted catgut su- 
tures between the renal capsule and omen- 
tum (Fig. 3). The kidney was now replaced 
and the wound closed in the usual manner. 
The patient was returned to bed. 

Some of the perirenal tissue removed at 
the time of operation was sent to the patho- 
logical laboratory. To our great surprise, it 
was reported that the small arteries of the 
fat areolar tissue showed intensive sclerosis 
with marked narrowing of the lumen and 
early fibrotic changes of the intima, very 
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Fig. 1. Peritoneum opened external to the descend- 
ing colon, opposite renal pedicle. 


Peritoneum 





Fig. 2. Lateral edge of peritoneum sutured, leaving 
portion of omentum extraperitoneal. 








Peritoneal Incision 


Fig. 3. Omentum sutured to renal capsule by inter- 
rupted catgut. 


definite medial hyperplasia and fibrosis of 
the adventitia. 

The patient made an uneventful post- 
operative recovery and left the hospital in 
good condition. Now, one year after opera- 
tion, her blood pressure remains 132/80. 
She feels better than she has ever felt, has 
no complaints of any kind, and does normal 
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twelve-hour nursing duty. The hyperten- 
sion is under control at present. The patient 
has granted us permission to study her kid- 
neys should any unforeseen accident cause 
her demise. 

We have presented this case because of 
the impressive result obtained with a type 
of surgery that is still experimental and 
highly speculative. Just what the future of 
this type of surgery will mean in the treat- 
ment of hypertension is very difficult to 
estimate. We are of the opinion that if we 
can even occasionally offer relief to hope- 
less cases by surgical methods, surgery 
should by all means be employed early. 


SUMMARY 


Experimental investigations in the field 
of hypertension and kidney circulation are 
described. The author’s case of nephro- 
omentopexy for the relief of hypertension 
in a 32-year-old patient, with recovery, is 
presented, Operative technic is described in 
detail. A bibliography is appended. 
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RESUME 
Nephro-omentopexie pour le soulagement 
de hypertension 


Des récherches expérimentales dans le 
champ de l’hypertension et de la circula- 


tion reinale sont décrites. Le cas de nephro- 
omentopexie de |’auteur pour le soulage- 
ment de l’hypertension dans un malade de 
32 ans, avec guairison, est présenté. La tech- 
nique opérative est décrite en détail. Une 
bibliographie est attachée. 


ZUSAMMENFASSUNG 


Nephro-Omentopexy zur Behebung von 
Hypertension 


Experimentelle Untersuchungen in dem 
Gebiete der Hypertension und des Nieren- 
kreislaufes werden beschrieben. Der Autor 
stellt einen Fall von Nephro-Omentopexy 
zur Behebung von Hypertension in einem 
32-jahrigen Patienten, mit Genesung, vor. 
Die Technik der Operation wird genau 
beschrieben. Eine Bibliographie ist beige- 


fiigt. 
SUMARIO 


El aligeramiento de la hipertensién por la 
nefro-ligamentopexia 


Se describen las investigaciones experi- 
mentales in el campo de la hipertension y 
en la circulacién de los rifones. El autor 
presenta un caso de nefro-ligamentopexia 
en un paciente de 32 aiios de edad en el cual 
se aligeré la hipertension. La técnica opera- 
toria se describe con detalle. Se anexa una 
bibliografia. 

RIASSUNTO 


Nefro-omentopessi per Palleviamento 
dell ipertensione 


Ricerche sperimentali nel campo dell’- 
ipertensione e della circolazione renale ven- 
gono descritte. Vien presentato il caso di 
nefro-omentopessi dell’autore per l’allevia- 
mento dell’ipertensione in un paziente di 
32 anni, con guarigione. La tecnica opera- 
tiva é descritta dettagliatamente. Una biblio- 
grafia é annessa. 
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Periarteritis Nodosa 


MARSHALL J. PAYNE, M.D., F.A.CS., F.L.CS. 


STAUNTON, VIRGINIA 


N 1852 Rokitansky noted the presence 
of peculiar nodules upon the coronary 
and mesenteric arteries of a man dying 

rather suddenly with symptoms of dysen- 
tery. The tissues which Rokitansky studied 
only in the gross were studied microscopi- 
cally thirty-five years later by Eppinger in 
conjunction with a museum specimen 
twelve years old. He reported both to be 
instances of periarteritis nodosa. 


TERMINOLOGY 


Periarteritis nodosa, however, was first 
accurately described by Kussmaul and 
Maier in 1866. As the name implies, it is 
an inflammatory disease of the perivascular 
structures. The process may be very acute 
or somewhat chronic. The duration of the 
illness is from one day to about five months. 
It is always fatal. The synonymous names, 
“polyarteritis” and “panarteritis,” employed 
in the description of this disease process 
signify that, as a rule, the affection is wide- 
ly distributed throughout the body. A more 
descriptive name, “periarteritis nodosa an- 
eurysma thrombotica,” was suggested by 
Harris and Friedrichs, as being a more ac- 
curate pathologic description than “peri- 
arteritis nodosa.” It is now suggested that 
the name should not be further extended, 
but if possible simplified. 

Periarteritis nodosa is an acute or chronic 
infectious inflammatory disease caused by 
bacterial activity and is characterized by 
definite pathologic lesions. These comprise, 
first, polymorphonuclear infiltration of the’ 
media and adventitia, chiefly of the medium- 
sized muscular arteries, with subsequent 
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necrosis of the media, formation of small 
aneurysma, extension into the intima, pro- 
ducing destruction of endothelium with 
formation of thrombi, frequently attended 
by rupture of the vessel wall and conse- 
quent hemorrhage.* The thrombi lead to 
the formation of local infarction. The min- 
ute pathology and results of infarction are 
so well understood as to call for no further 
explanation. It is well known that areas of 
infarction are prone to undergo softening 
and liquefaction. Recovery would appear 
to be possible even with so serious an in- 
volvement of important structure, yet early 
death seems to be the inflexible rule. 

The cause of the disease has not been 
definitely determined. The cause of death 
is the softening and consequent yielding of 
the infarcted area lodged in an important 
vessel. 


PATHCLOGY 


The likeness of the pathology to tubercu- 
lar processes is not fanciful. The formation 
of nodes (tubercles), the degeneration or 
necrosis with ulceration of the nodal struc- 
ture, the formation of thrombi, infarction, 
necrosis of the infarction with hemorrhage, 
offer, to say the least, a striking similarity 
to the process in tuberculosis. The multiple 
manifestations of this disease, known to af- 
fect practically all the tissues and organs, 
even the skin, are further suggestive of both 
syphilis and tuberculosis. The purpose of 
these comparisons is not to suggest either 
condition as the cause of periarteritis nodosa 
but to emphasize that it is caused by activity 
of some bacterial agency. 

*Adapted from Meakins, Practice of Medicine, p. 443. 
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The terms “panarteritis” and “polyarteri- 
tis” explain the most striking characteristic 
of the disease, that is, its multiple lesions. 
The media at first is involved in a degen- 
erative process akin to that of an arterio- 
sclerosis. The smaller vessels supplying the 
muscular and nervous systems appear to be 
the most frequently affected at the early 
stage; however, practically all of the vital 
organs may be involved. The multiplicity 
of the areas of degenerative changes in the 
media of the smaller arteries explains the 
multiplicity of symptoms. 

The areas involved determine the symp- 
tomatology, which may accordingly be 
suggestive of conditions of the vessels of 
the brain, the peripheral nerves, the kidneys, 
the liver, the intestinal wall, the mesenteric 
vessels, the glands (testicle) or skin. The 
complexity of the disease is well said to be 
protean. The confusion of symptoms is ex- 
plained by the multiplicity of coexisting 
lesions in various important structures. 

The literature of periarteritis nodosa is 
extensive, including reports of approximate- 
ly 200 cases. The disease is said to be rare. 
The diagnosis in life is difficult and clini- 
cally is made accurately in not more than 15 
per cent of all cases. Diagnosis is frequently 
overlooked simply because the practitioner 
is not familiar with the multiplicity of symp- 
toms. A biopsy for diagnosis i is conclusive, 
yet it is difficult and often impracticable to 
find and remove safely material for exami- 
nation. Diagnosis is usually established by 
autopsy. In the interests of science autopsy 
should be performed wherever possible. 
The vessels should be submitted to close 
gross and accurate microscopic study. 


CASE REPORT 

The author’s case will serve to illustrate 

the difficulty in making a correct diagnosis 

in life. The hospital record revealed the 
following facts: 


HOSPITAL RECORD 


King Daughters Hospital, Case No. 14227, Staunton, 
Virginia. The patient was a white male, age 61. Mar- 


JOURNAL OF THE INTERNATIONAL COLLEGE 














OF SURGEONS 





ried at the age of 35, he was separated (wife insane) 
and had no children. 

He was first seen on March 18, 1939, one week after 
onset. An eruption on the legs was accompanied with 
pain and swelling of the ankles. Physical examination 
was negative except for petechial eruption on the legs. 

His father had died suddenly at 72; his mother at 
85; causes of their deaths were not known. Three liv- 
ing brothers were in fair health. One, 68, was not 
well. Two brothers were dead, one at 68 and one at 
72, both of heart disease. Three sisters, 60, 66 and 
72, all in good health. Two sisters had died at 62 and 
70 of unknown causes. 

His past history revealed only the usual diseases 
of childhood. The right leg had been fractured four 
years before. He had had no operations. Except for 
the use of tobacco his habits were exemplary. 

March 20, 1939. Complaint: Severe pain of the left 
index finger, bloodless, sensation lost to end of finger. 
Impression : “A vascular disease of the left index 
finger.’ 

March 23. Complaint: Severe pain and exquisite 
tenderness of the left testicle; gland not swollen. 

March 24. Elevation of temperature with abdominal 
pain to the left of and below the umbilicus. 

Physical examination revealed the abdomen to be 
distended. There was tenderness over the right and 
left iliac regions with no muscular guard and severe 
pain in the calf of the left leg. Sensation of the finger 
was improved. The testicle was painful and tender. 
There were nausea, emesis, reddish fluid, perspiration 
at night. Impression : Vascular disease. 

On March 28 he was admitted to the hospital. A 
large amount of dark brown fluid was vomited. Pres- 
ag was negative. Wangensteen was of striking bene- 

t, 

Laboratory reports showed the heart, blood pres- 
sure and lungs clinically negative; blood pressure not 
elevated; repeated blood cultures negative. 

March 28. The left foot was pallid, cold and numb, 
with some cyanosis about the great toe. The incessant 
emesis was relieved by the Wangensteen tube. (N. P.) 

April 1. Increasing distention in the upper abdomen 
was accompanied by emesis, discharge of bloody mucus 
with unusually profuse stool. Negative pressure was 
resumed. Glucose salt given subcutaneously. 

April 5. Distention and emesis were relieved. Nega- 
tive pressure was discontinued. Coils of intestinal pat- 
terns were visible in the right upper abdomen. The 
condition was unquestionably improved; expression 
was better. 

April 10. Exfoliation of the area of circulatory dis- 
tribution of the left index finger was accompanied by 
pain, tenderness and pallor. The abdomen was flat 
but with visible patterns of intestinal coils persisting. 

April 22. Examination showed loss of sensation, 
flexion, extension and lateral movements of left ankle, 
toes and foot. Impression: Affected vascular supply 
to nerve involved. 

April 26. Except for slight dizziness there were no 
phenomena. A slight movement of the left foot, toes 
and ankle was noted. The peroneal and extensor mus- 
cles were involved. Sensation was lost from the tibial 
tubercle to the middle outer third of the leg. At the 
middle third sensation was lost to touch, heat and 
cold. The lower third of the leg was less involved. 
Sensation of the dorsum of the foot was less affected 
than of the leg. Impression: Peripheral nerve vascular 
supply involved. 

Cardiograms showed a regular rate of 92 per min- 
ute for both the auricles and ventricles. The rhythm 
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is a normal sinus one. PR interval .02 seconds. 
QRST interval .08 seconds. Direction of the electrical 
axis was normal. The voltages of the auricular com- 
plexes were normal, those of the ventricular low, in- 
dicating a poor condition of the myocardium. There 
were no evidences of sclerosis or thromboses. It will 
be noted that the rate of the auricular impulse was 
at the extreme limit of normal, indicating either an 
enlargement of the auricle or poor conductivity from 
the sinus to the auricular-ventricular node. 

Combined fluoroscopic and roentgenographic exami- 
nation showed a*cow-horn type stomach located nor- 
mally in the epigastrium. There were no evidences of 
filling defects, ulcers, tumors or malignancy and no 
obstructions. Peristaltic activity was normal with a 
correspondingly normal emptying time. There was no 
free air or gas in the peritoneal cavity. 

A 24-hour examination showed the barium contained 
in the colonic tract from the cecum to the rectal am- 
pulla. There was no deformity of the colonic tract 
and no evidence of kinking, adhesions or growths. At 
the time of examination there was no abdominal tend- 
erness. 

Roentgenologic examination for gastrointestinal 
pathology was negative. 

Complete laboratory findings showed the hemoglobin 
to be 82-87 per cent; the red blood count 4,100,000 to 
4,790,000; therefore, no decided anemia. The white 
blood count at onset was 17,050; nonfilamented cells 
15 per cent; filamented 53 per cent; lymphs 15 per 
cent; monocytes 2 per cent; eosinophils 17 per cent. 
During the abdominal crisis, the leukocyte count rose 
to 29,900, with a nonfilament count of 18-20 per cent. 
The eosinophil count continued high. 


The daily urine output dropped to 450 cc. The urine 
examination at this time showed specific gravity 1,021, 
albumin 3+, sugar 0, much mucus, renal epithelial 
cells, frequent coarsely granular casts, frequent r.b.c. 
and 4-6 pus cells per h.p.f. As the acute abdominal 
condition improved, the daily urine output increased 
to 2,400 cc. and both the chemical and microscopic ex- 
aminations showed essentially normal findings. 

The blood chemistry was essentially normal; the 
blood calcium was reduced (8.5). Repeated blood cul- 
tures were all negative. No malarial organism was 
present. Wassermann, typhoid, paratyphoid and undul- 
ant fever agglutination tests were all negative. The 
gastric analysis, using material obtained by the tube, 
showed the presence of free hydrochloric acid within 
normal limits. 

The high leukocyte count was attended by a high 
nonfilament count, and a high eosinophil count. When 
the leukocyte count dropped to 8,250, the nonfilament 
count remained high (21 per cent) and the eosinophilia 
persisted (8 per cent). This finding is of prognostic 
value. 


Accurate observation over some four years 
leads me to conclude that a marked leuko- 
cytosis with a high nonfilamented count, 
16 per cent or more, is a faithful index to 
acute infection. A low leukocyte count, 
7,000 or less, with a high nonfilamented - 
count is a reliable index to tubercular activ- 
ity. Experience may add something of diag- 


nostic and prognostic value to this observa- 
tion. 

The highest temperaturé recorded was on 
the tenth day (100.5 F.) and the highest 
pulse rate was 132. The temperature, pulse 
and respiratory rates then rather promptly 
subsided and remained, with some varia- 
tions, substantially vial throughout the 
period of hospitalization. 

On August 4, 1939, while visiting in 
Newport News, Virginia, our patient be- 
came violently sick, was operated upon and 
died shortly thereafter. The acute illness be- 
gan an hour after lunch with violent ab- 
dominal pain about the umbilicus. The pain 
became generalized, radiating to the blad- 
der region. He vomited coffee-ground ma- 
terial. Tenderness about the umbilicus and 
the region of the lower abdominal muscles, 
especially on the right side, was noted. A 
diagnosis of perforated peptic ulcer was 
made. The abdomen was opened and a gen- 
eralized peritonitis found with undigested 
food particles scattered throughout. A pe- 
culiar rounded perforation, about 1 cm. in 
diameter, with dark indurated edges, resem- 
bling a bullet hole, was found in the ileum. 
The perforation was sutured. The pain was 
the most intense I have ever seen. The 
amount of pathology in the abdomen was 
striking. 

Autopsy was limited to the peritoneal 
cavity and its contents. The report is quoted 
below: 

AUTOPSY REPORT 


Peritoneal Cavity and Its Contents.—The peritoneal 
surfaces are dull and lusterless in appearance and show 
fibrinous exudate throughout. Several masses of un- 
digested food are seen at several points. The loops of 
the small intestine are adherent to one another, being 
united by fibrinous exudate. They can be separated 
rather easily and show no point of intestinal obstruc- 
tion. At a point 9 feet from the ileocecal valve two 
constrictions with kinking are seen in the ileum, These 
are 6 inches apart. Rupture of the wall of the intes- 
tine has occurred at one of these points and the per- 
foration is closed adequately by suture material. Six 
inches from the last constriction a diverticulum of the 
small intestine is found, with the sac extending into 
the mesentery instead of on the free surface. The sac 
measures 5 cm. in diameter. The opening from the 
ileum into the sac measures 2 cm. in diameter. The 
two constrictions described and the diverticular area 
are attached at a common point in the pelvis just back 
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of the bladder. Omentum is also attached to this 
point. Where the intestine is removed the walls are 
found to be friable and are easily torn. The stomach 
is dilated but is otherwise normal in appearance. The 
duodenum and jejunum are normal. No abnormalities 
are seen in the large intestine. The liver is normal in 
size and shape. The surface is granular and shows a 
small amount of fibrinous exudate. On section the cut 
surface is normal in appearance. The spleen is normal 
in size and shape. On section the splenic tissue is 
softened. The adrenal glands are normal. The kidneys 
are decreased in size. The capsule of each is adherent 
and when removed granular surfaces with retracted 
areas are noted. On section the cortex is narrowed 
at several points and the kidney markings are indis- 
tinct. An increase of pelvic fat is present with a re- 
sulting decrease in total kidney width. The pelves and 
ureters are normal. 

Pathologic Findings—(1) General peritonitis 
(acute). (2) Sutured perforation of small intestine 
(ileum). (3) Diverticulum of the small intestine. (4) 
Constriction of the small intestine. (5) Arterioscle- 
rotic nephritis. (6) Operative incision of the abdomi- 
nal wall. 

Microscopic Findings.—Sections of the divertic- 
ulum show it to be similar to the intestine. No evi- 
dence of gastric glands are seen. Sections of the con- 
stricted areas show acute and chronic inflammatory 
reaction. 


SURGICAL INTERFERENCE 


The place of surgery in the treatment of 
periarteritis nodosa may next be considered. 
It has been pointed out by all writers on the 
subject that the diagnosis of periarteritis 
nodosa is extremely difficult, and that it is 
often impossible to make a conclusive, accu- 
rate diagnosis. We quote: 


The pathologic process in the vessels in this disease 
may be divided into four stages: acute, subacute, 
chronic and healed. The first and last stages are not 
commonly seen and in most cases the arteries are ob- 
served in the subacute and chronic stage; the classical 
is that seen during the chronic stage of the disease 
process. The disease begins as a mesarteritis of the 
smaller arteries and arterioles; sometimes larger ves- 
sels may be involved, but this is not common. The 
initial lesion is a necrosis of the inner or outer por- 
tions of the media; the portion involved depends on 
the presence or absence of vasa vasorum. Following 
the necrosis, polymorphonuclear leukocytes invade the 
necrotic tissue; inflammation or extension of the ne- 
crotizing process spreads to the adventitia and a peri- 
arteritis develops; simultaneous with the extension 
outward is extension inward, and a necrosis of the 
internal elastic lamina ensues. This is the subacute 
stage of the disease and during this period of develop- 
ment aneurysmal dilatations may form due to weak- 
ness of the walls; however, most frequently an end- 
arteritis or proliferation of the intima takes place with 
narrowing or occlusion of the lumen of the vessel. It 
is this narrowing or even complete occlusion of the 
vessel that produces symptoms usually caused by in- 
farction of the tissue whose blood supply has been 
cut off. 

The subacute stage is gradually transformed into 


the chronic stage by lymphocytes replacing the poly- 
morphonuclear leukocytes and by the proliferation of 
the fibroblasts. Rarely do foreign body giant cells ap- 
pear in the lesions of periarteritis nodosa, but usually 
the lesion spreads widely into the surrounding tissues. 
Gradually healing takes place, the lymphocytes dis- 
appear and are replaced by connective tissue; the in- 
ternal elastic lamina reforms and very frequently it is 
increased in amount; there is an organization and may- 
be even a canalization of the intima. Histologic diag- 
nosis at this stage of the disease is very difficult, but 
one of the characteristics of the disease is the oc- 
currence of remissions and exacerbations, and thus 
earlier and more characteristic lesions are usually en- 
countered. In the vessels involved by the disease proc- 
ess the lesions are sharply limited to a small segment 
of the artery, while the wall is normal above and be- 
low the arteritis. Only a small number of vessels were 
involved in any one case; sometimes the disease was 
much more widespread than in others.* 


In lesions of so involved, multiple and 
disseminated a character, it is prudent to 
withhold surgical interference. The most 
skilled may find safe operative accomplish- 
ment impossible of complete execution, and 
therefore harmful rather than helpful. A 
close study of the history and autopsy find- 
ings in the case here reported confirms the 
statement of a consultant in the case that 
“the condition was so widespread that no 
helpful operative interference could be safe- 
ly completed.” 

Treatment is limited to the management 
of well-defined indications. Surgical inter- 
ference should be unhesitatingly employed 
when indications are imperative and the 
conditions warrant safe procedures. In the 
case here reported life might have been pro- 
longed should the then thoroughly indicat- 
ed abdominal operation have resulted favor- 
ably. 

The results following surgical interfer- 
ence for acute complications in fulminating 
periarteritis nodosa have proved uniformly 
disappointing. X-ray studies in the case here 
reported showed negative intestinal pathol- 
ogy; hence, final conclusion of perforative 
lesion due to infarct, rather than diverti- 
culitis. The study must embrace construc- 
tive, differential and eliminative diagnosis, 
sustained by deductive and inductive rea- 
soning. 


*Washington Institute of Medicine, personal research. 
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The extent and location of the various 
lesions determine the outcome. In the event 
of relief or apparent recovery, the physician 
must be armed to expect a sudden relapse 
attended by a quick calamity, as in the case 
reported. This is always a fatal disease. The 
learned consultant in this case insisted that 
the condition was none other than multiple 
bacterial emboli, whose source he was not 
certain of, and that too in light of negative 
blood culture findings and unaffected heart. 


DIAGNOSIS 


The absence of a true endarteritis in the 
early stages of periarteritis nodosa is an im- 
portant diagnostic consideration. Should the 
endocardium or the intima of vessels be in- 
volved, multiple emboli would probably be 
widely distributed. 


The accurate diagnosis of periarteritis 
nodosa in life is difficult though not im- 
possible (15 per cent). There are no path- 
ognomonic signs and symptoms. : Eosino- 
philia is not conclusive, inasmuch as it oc- 
curs only in about 12 per cent of all cases. 
The symptom complex is mixed, changeable 
and confusing. Biopsy is conclusive, should 
an affected artery suitable for removal be 
found. The exact cause is now not known. 


The prognosis is inflexibly bad. 


In the light of the above experience, three 
cases treated in the past now appear to me 
to have been diagnosed inaccurately as 
acute degenerative vascular disease. In two 
of these cases a man and his considerably 
younger wife were afflicted at the same 
time, the wife surviving some four months. 
Both presented notably similar unusual, 
complex, multiform manifestations of vas- 
cular disease. The third case manifested un- 
usual, multiple and confusing spinal cord 
and peripheral nerve involvement, attended 
by marked acute vascular disease—the blood 
vessels showing rapidly developing palpable 
beading. All of these three patients died 


_ within five months of onset. 


The constructive diagnosis in the case re- 
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ported above was based on a petechial rash, 
infarct of the skin, involvement of the ves- 
sels of finger, testicle and epididymis (21), 
abdominal crisis (41 per cent), high leuko- 
cytosis, high nonfilament count, eosinophilia 
(constant evidence), renal involvement, 
muscular pains (36 per cent), electrocardio- 
gram showing poor conductivity from the 
sinus to the auricular ventricular node 
(blood vessel changes) (71-72 per cent), 
frequent r.b.c., cast aiid renal cells in urine, 
persisting eosinophilia (8 per cent), non- 
filament count (21 per cent) with a leuko- 
cyte count of 8,250, a motor sensory para- 
lysis of the left leg, peculiar mixed peri- 
pheral complex sensory manifestation (vas- 
cular), intestinal rupture in an unusual loca- 
tion and death. Perforation of some viscus 
is a frequent cause of death in periarteritis 
nodosa. 


The eliminative diagnosis was based on 
negative blood cultures, absence of endo- 
carditis (no bruit), negative lungs, preclud- 
ing multiple emboli, negative Wassermann, 
negative various agglutination tests for spe- 
cific fevers, negative history of rheumatism 
and exclusion of other diseases which would 
have further involved the diagnosis. 

It is regrettable that the pathologic ex- 
amination failed to include the renal (80 
per cent)* and coronary vessels (70 per 
cent).* The coronary vessels, as a rule, are 
early involved. It is difficult to determine 
coronary and renal vessel involvement, cer- 
tainly in the early stages. 

The surgeon may well bear in mind that 
the usual location of intestinal diverticula 
is the sigmoid and the colon. Diverticula of 
the colon and sigmoid are found on the free 
aspect of the bowel, that is, distal to the 
mesocolon. Diverticula of the small intestine 
are relatively rare; when present, they are 
found “at the mesenteric border from which 
they extend into the mesentery.”** 

In the author’s case the origin, cause and 


*Robert L. Levy. 
**Nelson’s Surgery, 5: 294, 295. 
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development of the diverticulum which ex- 
tended into the mesentery may best be ex- 
plained by the theory of Graser, that “di- 
verticula are the result of a weakening of 
the intestinal musculature, due to an in- 
crease of the local venous pressure and vas- 
cular stasis.” In this case the theory is that, 
as a result of a panarteritis involving the 
small intestinal vessels, a stasis followed by 
formation of a thrombus and, in conse- 
quence, a concomitant infarction of the in- 
testinal wall with softening of the infarcted 
area occurred; this was later attended by a 
pathologic rupture or perforation of the 
free side of the intestinal wall. The acute 
perforation of this area was due to the sud- 
den increase of intestinal pressure superin- 
duced by the heavy meal. ‘This conclusion 
explains the abdominal crisis of March 29, 
1939. That the intestinal wall was weakened 
prior to the actual perforation is an incon- 
trovertible conclusion. That the weakened 
intestinal wall, at the indurated site of the 
perforation and the diverticulum, was due 
to blood vessel disease, resulting in a stasis, 
a thrombus and a concomitant infarction 
with softening and perforation of the af- 
fected area, is a logical conclusion. Finally, 
the unusual phenomena in this case may be 
explained by panarteritis. 


SUMMARY 


Periarteritis nodosa is an acute or chronic 
inflammatory disease of usually the medium- 
sized muscular arteries, due to bacterial ac- 
tivity, probably nonspecific, however, with 
a duration of from one day to about five 
months. The diseased process begins in the 
media as a necrosis, the thrombosing extends 
toward both the intima and the adventitia. 
Concomitant infarction with softening of 
the affected area gives rise to characteristic 
pathological changes. 

The absence of a true endarteritis in the 
early stage is a differential diagnostic find- 
ing. There are no pathognomonic signs and 
symptoms. The exact cause is unknown and 
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the clinical diagnosis is difficult. The pro- 
tean complexity of the disease is explained 
by the multiplicity of coexisting lesions in 
various important vascular structures. A 
comprehensive diagnosis is necessary to 
guard against untimely surgical interference 
in the presence of acute complications. ‘The 
ultimate prognosis is uniformly a fatal out- 
come. The surgical treatment is limited to 
the management of well-defined indications. 
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RESUME 
Periartérite nod 
erlarterite nodeuse 


La periartérite nodeuse est une maladie 
aigué ou chronique generalement des artéres 
musculaires de moyenne grandeur, due a ac- 
tivité bacterique, pourtant probablement pas 
specifique, avec une durée de un jour a 
presque 5 mois. Le procés morbide com- 
mence dans la media sous forme de nécrose, 
agent thrombizant s’extende soit vers |’in- 
time que vers l’avventice. L’infarction que 
l’accompagne avec rammoliment de la partie 
malade fait naitre les alterations pathologi- 
ques caracteristiques. L’absence d’une vraie 
endoartérite dans les phases précoces est une 
découverte diagnostique differentielle. Il 
n’y a pas des signes pathognomoniques ou 
symptomes. L’exacte cause n’est pas connue 
et la diagnose clinique est difficile. La pro- 
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téiforme complexité de cette maladie est 
expliquée par la multiplicité de lesions co- 
existentes en diverses structures vasculaires 
importantes. Une diagnose compréhensive 
est necessaire pour se garder d’une interven- 
tion chirurgicale avant le temps en presence 
de complications aigués. Le dernier prog- 
nostique est uniformement résultat fatal. Le 
traitement chirurgical est limité au controle 
de indications bien definies. 


ZUSAMMENFASSUNG 
Periarteritis nodosa 


Periarteritis nodosa ist eine akut oder 
chronisch entziindliche Erkrankung, meis- 
tens der Muskelarterien von mittlerer Grés- 
se, hervorgerufen durch, jedoch scheinbar 
unspezitische, Bakterien, mit einer Dauer 
von einem Tag bis um fiinf Monate. Die 
Erkrankung beginnt mit einer Nekrose der 
Media, die Thrombosierung erstreckt sich 
beiderseits gegen die Intima und Adventi- 
tia. Concomitierende Infarktbildung mit 
Erweichung der befallenen Region, ruft die 
charakteristischen pathologischen Verand- 
erungen hervor. 

Das Nichtvorhandensein einer wahren 
Endarteritis in den friihen Stadien ist ein 
differentialdiagnostischer Befund. Es gibt 
keine pathognonomischen Zeichen und 
Symptome. Die eigentliche Ursache ist un- 
bekannt und die klinische Diagnose schwer. 
Der leicht veranderliche Komplex dieser 
Erkrankung, wird durch die Vielfaltigkeit 
der gleichzeitig vorhandenen Lisionen in 
den verchiedenen wichtigen Gefiass-struk- 
turen, erklart. Kine genau umfassende Diag- 
nose ist notwendig, um bei Vorhandensein 
von akuten Komplikationen vorzeitigen 
chirurgischen Eingriff zu vermeiden, Let- 
zenendes ist die Prognose eindeutig eine 
letale. Die Chirurgie ist auf die Behandlung 
von genau begrenzten Indikationen besch- 
rankt. 

SUMARIO 


La periarteritis nudosa 
La periarteritis nudosa es una enfermedad 
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e inflamatoria aguda 6 crénica que usual- 
mente se presenta en la tunica media muscu- 
lar de las arterias, debido a una actividad 
bacteriana probablemente no especifica, que 
tiene una duracién de un dia a cinco meses. 
El proceso de la enfermedad empieza en la 
ttinica media como una necrosis, la trombo- 
sis se extiende hacia la interna y la adven- 
ticia. La infartaci6n concomitante con re- 
blandecimiento del area afectada da un 
aumento en los cambios patolégicos carac- 
teristicos. La ausencia de una verdadera en- 
doarteritis en el estado temprano es un diag- 
nostico diferencial encontrado. No hay 
signos patognémonicos y sintomas. La causa 
exacta es desconocida y el diagndstico clin- 
ico es dificil. La complexidad variable de la 
enfermedad es explicada por la multiplici- 
dad de las lesiones coexistentes in varias 
estructuras vasculares importantes. Es nec- 
esario un diagndstico inteligente para preve- 
nir una intervenciOn quirtrgica antes de 
tiempo cuando se presentan las complica- 
ciones agudas. Fl prondéstio final tiene un 
resultado fatal uniforme. El tratamiento 
quirirgico se limita al empleo de las indica- 
ciones definidas. 


RIASSUNTO 
Peri : 
erlarterite nodosa 


La periaterite nodosa é una malattia acuta 
0 cronica generalmente delle arterie mus- 
colari di medio calibro, dovuta ad attivita 
batterica, probabilmente non specifica, pero, 
con una durata da un giorno a circa 5 mesi. 
Il processo morboso comincia nella media 
sotto forma di nefrosi, l’agente trombizzante 
si estende sia verso l’intima che |’avventizia. 
L’infarto che si associa con rammolimento 
dell’area affetta da origine alle alterazioni 
patologiche caratteristiche. L’assenza di una 
vera endoarterite negli stadi precoci é un 
reperto diagnostico differenziale. Non vi 
sono segni patognomonici o sintomi. La 
causa esatta € sconosciuta e la diagnosi clini- 
ca é difficile. La proteiforme complessita di 
questa malattia é spiegata dalla molteplicita 
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di lesioni concomitanti in diverse strutture —_ presenza di complicazioni acute. La ultima 
vascolari importanti. Una diagnosi com-  prognosi € uniformemente esito fatale. II 
prensiva € necessaria per stare in guardia _trattamento chirurgico é limitato al con- 
contro intervento chirurgico fuori tempo in __ trollo di indicazioni ben definite. 


ASAMBLEA INTERNACIONAL DE CIRUJANOS 


CIUDAD DE MEXICO, 10 at 14 DE AcosTo DE 1941 
(a INVITACION DEL GOBIERNO MEXICANO) 


COMITE DE ORGANIZACION 


DIRECCION POSTAL: AVE. TAMAULIPAS 60-MEXICO, D. F. 


El Consejo Ejecutivo Internacional de Cirujanos, ha acordado la inicia- 
cidn de los trabajos preparatorios de su préxima Asamblea Internacional de 
Cirujanos, que tendra lugar en la ciudad de México del 10 al 14 de agosto de 
1941, a invitacion del Gobierno Mexicano. Se ha designado para el caso un 
Comité Cientifico de Programa, constituido en la forma siguiente: Presiden- 
te, Dr. Desiderio Roman, Filadelfia, E. U. A.; Miembros: Dr. Manuel A. 
Manzanilla, México, D. F. México; Dr. Rudolf Nissen, Estambul, Turquia, 
Dr. Raffaele Paolucci, Roma, Italia; Dr. Mario Dogliotti, Catarina, Italia, Dr. 
Félix Mandl, Jerusalén, Palestina; Dr. Y. Seuderling, Helsinski, Finlandia, 
Dr. Arnold Jirasek, Praga; y Dr. J. C. McCracken, Shanghai, China. Asimis- 
mo, fué designado un Comité de Organizacion con sede en la ciudad de 
México, constituido en la forma siguiente: Presidente, Dr. Manuel A. Man- 
zanilla; Vicepresidentes, Dres. Miguel Lopez Esnaurrizar y Dario Fernandez 
Fierro, y Secretario, Dr. Francisco Fonseca Garcia. Este ultimo Comité, de 
conformidad con sus atribuciones oficiales, caracteristicas universales y fines 
al mejor éxito, ha procedido a crear cinco Comisiones de gran importancia: 
Actos y Ceremonias. Recepcién, Hospitales, Turismo y Damas, estando 
integradas las tres primeras por eminentes cirujanos mexicanos miembros del 
Colegio, la cuarta por las mas destacadas personalidades encargadas oficial- 
mente del Turismo, y la quinta por las sefioras esposas de los cirujanos men- 
cionados. 

La Asamblea Internacional contara con tres clases de miembros, a saber: 
miembros del Colegio en sus diversos grados, asistentes oficiales y asistentes 
ordinarios; los miembros del Colegio y asistentes oficiales se consideran exen- 
tos de los derechos de inscripcion. Anexa a la Asamblea se efectuara una 
Exposicién Cientifica y Comercial de primer orden. Informaciones y tramites 
a cargo del Dr. Max Thorek, Secretario General Ejecutivo del Colegio, 850 
W. Irving Park Boulevard, Chicago, Ill., E. U. A., y del Dr. Francisco Fon- 
seca Garcia, Secretario del Comité de Organizacién, Regina 23, México, D. F.. 


Atentamente 


DR. FRANCISCO FONSECA GARCIA 
Secretario del Comité de Organizacion 
México, D. F. 

















Suction Cataract Operation 


MARVIN J. BLAESS, M.D. 


DETROIT, MICHIGAN 


T is curious and interesting to review 
the progress made in cataract surgery 
during the past twenty years, to mark 

what important developments have taken 
place and to speculate as to what future de- 
velopments will be. Progress in the science 
and art of surgery is the highest responsi- 
bility with which the surgeon is charged. 
This responsibility must be assumed with- 
out fear or favor and must be exercised with 
the utmost regard for the consequences to 
the patient and with no regard whatever for 
the consequences to the surgeon, his career, 
his convenience or his personal advantage. 
This is the real ethical creed of the true 
surgeon. 

To those familiar with the problems of 
cataract surgery there is no doubt that here 
the path of progress lies in the direction of 
further perfection, simplification and wider 
usage of intracapsular extraction. 


THE BARRAQUER METHOD 


Barraquer’s method of utilizing a vacu- 
um to remove cataracts in their entirety 1s 
the only important original technic to be 
perfected in the past twenty years. Al- 
though many surgeons still remain ingenu- 
ously bewildered at so radical a departure 
from older methods, it is well within the 
bounds of possibility that Barraquer’s suc- 
tion method of total cataract extraction may 
become the universal method of the future. 

Although there is little disagreement as 
to the essential features of the suction tech- 
nic, there is no unanimity in regard to the 
minor details and the manner of performing 
each maneuver. The size of the corneal in- 
cision, the type of iridectomy, the amount 
and manner of applying the vacuum, inver- 


sion or tumbling of the lens, the size and 
shape of the vacuum cup and the method of 
suturing the wound, are all matters of in- 
dividual preference among the surgeons 
who use the suction technic. 

Barraquer’s original ideas regarding the 
importance of an interrupted or pulsating 
vacuum have been discarded. In my own 
extensive experience with the suction tech- 
nic I have been impressed with the useless- 
ness of tumbling or inverting the cataract 
into the anterior chamber. I have found that 
the contraction of the lens by the applica- 
tion of the suction cup, plus rotation of the 
lens in the plane of its equator in the patel- 
lar fossa without disturbing the vitreous, is 
sufficient to rupture the zonule in over go 
per cent of the operations. The cataract can 
then be easily delivered by slight traction 
with the suction end piece and gentle pres- 
sure on the cornea below. 

Barraquer’s contention that his technic 
has been criticized by many who have nev- 
er really understood it nor properly per- 
formed it is emphatically true. I have en- 
countered many ophthalmic surgeons who, 
although they had never performed an in- 
tracapsular suction cataract operation, did 
not hesitate to criticize and denounce the 
technic. Inertia and unfamiliarity ever work 
against the acceptance of any new method 
—even though its benefits and advantages 
seem self-evident. Even when a method is 
accepted, its proponents must continue to 
press its advantages in order to gain wider 
usage. 


TECHNICS 


Figures 1 to 5 illustrate one method of 
employing vacuum, or suction, to remove 
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Fig. 2. Rotation of the cataract in the patellar fossa 
by rotating the suction end piece around an axis pass- 
ing through the anterior and posterior poles of the eye. 


Fig. 1. Application of the suction cup to the anterior 
Jens capsule. A limbal incision with conjunctival flap 
has been made, a continuous conjunctival suture has 
been placed, and an experienced assistant elevates the 
flap and the cornea with a forceps without producing 
any distortion of the globe. The surgeon applies gentle 
counterpressure with a ball-tipped forceps below. Note 
the retraction of the lids by means of sutures. 








ABS 
Fig. 3. Delivery of the cataract by traction and Fig. 4. The cornea and flap are replaced and counter- 
counterpressure without distortion of the globe. pressure discontinued immediately on delivery of the 
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SUCTION CATARACT OPERATION 








Fig. 5. Immediate wound closure by pulling taut the 
loops of the conjunctival suture. Additional inter- 
rupted sutures may be added. 


an incipient senile cataract. Figure 6 shows 
various types of iris incisions. 

The suction operation is the only intra- 
capsular cataract technic in which the sur- 
geon modifies and adapts certain maneuvers 
and a precise machine-controlled force to 
suit the stage, type and physical condition 
of the cataract. In all other types of cataract 
operations the technic is either designed for 
one particular stage of development or type 
of cataract, or it is most efficient in dealing 
with a certain stage of development or a 
certain type of cataract. One does not often 
encounter a patient with cataract in which 
all of the conditions considered ideal fer a 
forceps extraction are present at the same 
time. The same is true of the conditions 
considered necessary for a_ satisfactory 
capsulotomy operation. In fact, the time- 
worn and evasive admonition, “Wait un- 
til your cataracts are ripe,” has been so 
widely and extensively accepted that ‘t is 
not at all unusual to see patients with glau- 
coma, optic atrophy and retinal vascular 
disease who have waited placidly, ignorant- 





_ Fig. 6. Various types of iris incisions: A, total 
iridectomy; B, peripheral iridectomy; C, peripheral 
iridotomy; D, no iris incision. 


ly and patiently until they became entirely 
blind before seeking a physician’s advice 
about their eye troubles. 

It will take time and effort to re-educate 
the public regarding this popular miscon- 
ception. The entire profession can help to 
prevent and avoid a considerable amount of 
blindness by reiterating at every opportun- 
ity the fact that cataracts can and should be 
removed whenever they cause sufficient im- 
pairment of vision to interfere with the in- 
dividual’s social or occupational activities. 


SUMMARY 


The Barraquer suction technic for total 
extraction of cataract represents the out- 
standing achievement in cataract surgery of 
the past two decades. The first technic to 
utilize modern electrically driven mechani- 
cal precision instruments departs from the 
old principle of delaying operation until the 
cataract reaches an advanced stage of phy- 
sical development. 

Advantages of the suction technic are: 
(1) total removal of the cataract, thereby 
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avoiding severe postoperative reactions and 
secondary cataract formation, (2) adapta- 
bility to any stage of development of senile 
and many other types of cataract, so that 
delay and consequent disability are avoided; 
(3) the overwhelming advantage of being 
adaptable to a greater variety of types and 
stages of cataract formation than the vari- 
ous intracapsular forceps technics. 


RESUME 
Opération de la cateracte par aspiration 


La technique de Barraquez pour la totale 
extraction de la cateracte par aspiration rep- 
résente le plus important résultat dans la 
chirurgie de la cateracte pour les derniéres 
vingt années. La premiere technique d’em- 
ployer des modernes instruments mechani- 
ques a precision actionnés par lelectricité, 
sort de l’ancien principle de retarder l’opéra- 
tion jusqu’a ce que la cateracte ait parvenu 
a une phase avancée de développement. 

Les avantages de la technique par aspira- 
tion sont: 1) rémotion totale de la cateracte, 
en évitant dans cette maniére des serieuses 
reactions postopératives et formation secon- 
daire de cateracte; 2) adaptabilité a chaque 
phase de développement de cateractes seni- 
les ou d’autre gendre, en évitant ainsi le 
retardement et l’incapacité conséquente; 3) 
le trés grand avantage d’étre adaptable a 
une plus grande varieté de gendres et phases 
de développement de la cateracte de ce que 
les diverses techniques avec pinces intra- 
capsulaires ne fussent pas. 


ZUSAMMENFASSUNG 
Katarakt Operation mittels Saugung 


Die Barraquer Saugtechnik fiir vollko- 
mene Extraktion von Star, ist der grésste 
Erfolg in Starchirurgie, der letzten 20 Jahre. 
Das erste Verfahren, moderne, elektrisch 
betriebene, mechanische, prizisions Instru- 
mente zu verwenden, weicht von den alten 
Prinzipien ab, die Operation aufzuschieben, 
bis der Star ein fortgeschrittenes Stadium 
physikalischer Entwicklung erreicht hat. 


Die Vorteile der Saugtechnik sind: (1) 
Vollkomene Entfernung des Katarakt, 
wodurch schwere postoperative Reaktion- 
en und sekundire Kataraktbildung ver- 
mieden werden. (2) Anpassungsfahigkeit 
fiir jedes Entwicklungstadium von senilen 
und verschiedenen anderen Kataraktformen 
wodurch Verzogerung und folgende Ar- 
beitsunfahigkeit vermieden werden. (3) 
Der iiberweltigende Vorteil einer grésseren 
Anpassungsfahigkeit fiir eine Verschieden- 
heit von Typen und Stadien von Katarakt- 
bildung, als die verschiedenen intrakapsu- 
laren Techniken. 


SUMARIO 
Operacion de las cataratas por succién 


La técnica de succion de Barraquer para 
la total extraccion de la catarata representa 
la realizacién sobresaliente en la cirujia en 
los dos ultimas decadas. La primera técnica 
para utilizar los instrumentos modernos 
eléctricos cuyo mecanismo es preciso, par- 
ten del viejo principio de demorar la opera- 
cién hasta que la catarata alcance un desar- 
rollo fisico avanzado. 

Las ventajas de la técnica por succion 
son: (1) la total extirpacion de la catarata, 
evitando de esta manera las reacciones post- 
operatorias severas y la formacién de la cata- 
rata secundaria; (2) adaptabilidades a cual- 
quier estado de desarrollo de la catarata 
senil y de otros muchos tipos, evitando de 
este modo la demora y la consecuente in- 
capacidad; (3) la ventaja preponderante es 
la de ser adaptable a una major variedad de 
tipos 6 estados de formacion de la catarata 
que las diversas técnicas intracapsulares por 
medio de pinzas. 


RIASSUNTO 


L’operazione della cateratta mediante 
succhiamento 


La tecnica di Barraquez per la totale estra- 
zione della cateratta mediante succhiamento 
rappresenta il pit importante risultato nella 











chirurgia della cateratta per gli scorsi 20 
anni. La prima tecnica di utilizzare moderni 
strumenti meccanici a precisione mossi elet- 
tricamente ha origine dal principio di pos- 
porre l’operazione fino a che la cateratta 
raggiunge uno stadio avanzato di sviluppo. 
Vantaggi della tecnica mediante suzione 
sono: (1) Fimozione totale della cateratta, 
eliminando in questo modo gravi reazioni 
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postoperative e formazione secondaria di 
cateratta; (2) adattabilita a ogni stadio di 
sviluppo di cateratta senile o di ogni altro 
tipo, cosi che si elimina il posporre e la in- 
abilita che ne deriva; (3) l’immenso vantag- 
gio di essere adattabile ad una pit: grande 
varieta di tipi e stadi di formazione della 
cateratta di quel che non fossero le varie 
tecniche con pinze intracapsulari. 


SPECIAL ASSEMBLY TRAINS 


Reservations for travel and hotel accommodations should 


be made promptly by those planning to attend the Interna- 


tional Assembly at Mexico City. Special trains will leave New 


York City and will stop at Chicago, St. Louis and other 


points. 








Surgery of the Gallbladder’ 


GEORGE I. MILLER, M.D., F.LCS. 


BROOKLYN, NEW YORK 


URGICAL art in gallbladder disease 

is primarily a diagnosis which ex- 

cludes all other intra-abdominal vis- 
ceral pathology. 

The glycogen-storage function of the 
liver, determined by the dye-retention test 
and the glucose-tolerance test, is an estab- 
lished guide to a diseased gallbladder lesion. 

Normally the elasticity of the gallbladder 
wall propels one ounce of bile for several 
hours into the intestine against the internal 
pressure and prevents stagnation. Secretion 
of abnormal bile from a systemic or portal 
focus of infection ascending through the 
bile ducts or lymphatic extension from as- 
sociated viscera; toxic damage from drugs; 
eclampsia or intestinal obstruction; closure 
of the common duct by stone; tumor or 
stricture and metabolic states concerned 
with the liver or endocrine organs—all pre- 
dispose to stagnation of bile and stone for- 
mation. 

The filtering power of the liver, through 
its reticulo-endothelial system, is reduced 
according to the degree of infection. As the 
gallbladder wall loses its elasticity, it be- 
comes a reservoir pouch and forever re- 
mains pathological. 

If inflammation develops and adhesions 
form, the tumor is fixed and does not move 
with respiration, but there are pain and 
tenderness over the swelling between the 
right costal cartilage and the umbilicus. 
Surgical interference at this stage is indi- 
cated for drainage or removal of the gall- 
bladder. Cramps and pain are not always in- 
dicative of calculi in the gallbladder and 
may be due to crowding of viscid mucus 


the surgical services of the Unity Hospital, Brooklyn, 
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and thick bile into the cystic duct, causing 
obstruction. In some the local areas of in- 
flammation produce hyperplasia and papil- 
lary growths, and many degenerate into 
cancer. 


CASE REPORTS 


During the past fifteen years, from Feb- 
ruary, 1924, to February, 1939, the com- 
bined surgical services at Unity Hospital 
operated on 762 patients for diseases of the 
gallbladder. Infections, edema, suppuration, 
gangrene or perforation of the gallbladder 
were surgical problems for immediate or 
delayed operation. 

Age and sex.—The age range was from 14 
to 82 years. About 16 per cent of the pa- 
tients were males. 

Seasonal occurrence.—Most operations 
were in the months of May, June and July; 
the next largest number were in August, 
September and October. During the follow- 
ing six months only about 60 per cent of the 
above total were admitted to the hospital 
for operation. Patients are less likely to have 
elective operations performed during the 
colder months, when there is a greater inci- 
dence of associated upper respiratory infec- 
tions. 

Previous attacks—Ninety per cent of 
all patients gave a history of previous at- 
tacks of pain and discomfort in the epigas- 
tric and hepatic area, in many cases cover- 
ing from two to fifteen years of medical 
treatment. Patients who gave a history of 
recurrent attacks were operated upon after 
the pain subsided. 

Clinical observations.—Pain in the gas- 
tric and liver region radiating posteriorly 











and up the right shoulder or pain between 
the scapulae are typical symptoms usually 
treated medically, until recurrence of at- 
tacks definitely points to ingrained path- 
ology in the gallbladder. When colicky 
pains become unbearable and very frequent 
or sudden jaundice, due to obstruction 
within the common duct, is accompanied 
by itching of the skin, characterized by 
scratch lines, surgery is indicated. 

The retention and absorption of bile pig- 
ment, stains on the blood plasma, skin, tis- 
sues, sclerae and mucous membranes denote 
a grave condition depending on the location 
of the obstruction. 

X-ray plates taken after intake of dye 
failed to visualize calculi in many progres- 
sive, unsubsiding attacks of gallbladder 
lesions and were not relied upon for diag- 
nosis in every case. Obstruction in or about 
the ampula of Vater is surgically better tol- 
erated because the liver and gallbladder still 
function. 

In common duct obstruction by stones, 
usually associated with a shrunken, dam- 
aged gallbladder, the liver is also damaged 
by functional deficiency and narrows the 
margin of operative safety. These cases must 
be approached with greater caution and 
with anticipation of possible postoperative 
complications, by performing a hippuric 
test or bromsulphalein or galactose liver 
function test and determining the bleeding 
time and the coagulation time of the blood. 
Patients whose blood requires longer than 
nine minutes to coagulate constitute an in- 
creased risk, owing to tendency to bleed and 
to probability of more injury to the hepatic 
cells. Transfusion of 500 cc. of whole blood 
before and after operation has a favorable 
effect on these cases. More hemoglobin 1s 
supplied, increasing the oxygen capacity of 
the blood. Intravenous injection of throm- 
boplastin should be repeated daily if neces- 
sary. Administration of 10 per cent calcium 
chloride or calcium gluconate is of value; 
also subcutaneous or intravenous 10 per 


SURGERY OF THE GALLBLADDER 





cent glucose solution (3,000 to 4,000 cc.) 
for several days before operation will make 
the patient a better risk. Patients admitted 
with high leukocyte count, empyema, gan- 

rene and perforation of the gallbladder 
often showed higher temperature and _pal- 
pable gallbladders. In these cases the onset 
of attack was several days before admission 
to the hospital and they were operated upon 
soon after consent was obtained. 

In a recent case of a woman 62 years old 
the gallbladder was distended 12 by 7 
inches, its wall was thick and gangrenous, 
partly enwrapped in omentum and contain- 
ed many stones. Cholecystectomy was per- 
formed, and she made an uneventful recov- 
ery 

Punctate perforations in gallbladders are 
usually sealed by omentum, which pre- 
vents general peritonitis, so often a compli- 
cation in perforated appendicitis. 

Ty pe of operations.—Cholecystostomy 
was performed in about 10 per cent of the 
cases; choledochotomy in 2 per cent; chole- 
cystogastrostomy in two cases; cholecyst- 
duodenostomy in two cases. 

In some cases operations were performed 
on other lesions at the same time. These 
were for inguinal and umbilical hernias, 
fibroid cervix, fibroid uteri, uteropexy, 
vaginal repair, duodenal ulcer. The appen- 
dix was frequently removed. 

One patient was operated upon while 
eight and one-half and another while seven 
and one-half months pregnant. Pregnancy 
was not interrupted by the operation. Dur- 
ing puerperium two patients had their gall- 
bladders removed, on the seventh and nine- 
teenth day respectively, with uneventful re- 
covery. 

Concomitant medical lesions were cardi- 
ac, nephritic, diabetic, arteriosclerotic, gas- 
tric and rheumatic conditions. 

Undiagnosed before operation were two 
ecchinococcus cysts of the liver, two cases 
of carcinoma of the pancreas and liver, one 
omental cyst and visceral carcinomatosis. 
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With the exception of a limited number 
of cases a drain was placed in the bed of the 
gallbladder. 

The method of electrosurgical oblitera- 
tion of the gallbladder, so ingeniously prac- 
ticed by Max Thorek, has come to our at- 
tention for consideration and adoption, 
since it does not predispose to hemorrhage, 
thrombosis and embolism. The coagulation 
seals the opening of bile capillaries and 
ducts. The raw areas heal by encapsulation. 

Anesthesia used was ether, mostly spinal. 

Postoperative observations.—Average 
postoperative stay in the hospital was 14 to 
22 days. 

Sixty-one patients, or 8 per cent, died. 
Death occurred from one to six days post- 
operatively, from shock, mechanical, chemi- 
cal, metabolic or infectious conditions. The 
death rate must necessarily vary with the 
severity of the lesion, the time which 
elapses before the patient submits to oper- 
ation, the presence of additional systemic 
pathology and the power of resistance. 

In the follow-up, young patients showed 
better results, with no recurrence of post- 
operative symptoms, than did patients past 
middle age. 

Gallbladder infections are always accom- 
panied by pathologic changes in the wall of 
the common duct and often in the hepatic 
ducts. Prognosis of postoperative cure must 
therefore be guarded. Many sections of gall- 
bladder walls showed no definite microbic 
invasion, while the liquids revealed colon, 
pneumonia and typhoid bacilli in many of 
the examinations. 


SUMMARY 


Analysis of 762 patients operated upon 
for gallbladder lesions over a period of 
fifteen years revealed that most operations 
were in May, June and July; the next high- 
est number in August, September and Octo- 
ber. During the winter months only 60 per 
cent of the above number submitted to op- 
eration. 


Ninety per cent gave a history of medi- 
cal treatment for attacks of pain in the gall- 
bladder area, reaching over a period of two 
to fifteen years. 

Negative X-ray findings were not relied 
upon for diagnosis. The history and clini- 
cal findings proved to be the correct guide 
for operation. 

Whole-blood transfusions before and 
after operation were frequently given to 
diminish shock and raise the power of re- 
sistance. 

Cholecystostomy was performed during 
the first few years. After that cholecystec- 
tomy was always done. 

Pregnancy is no contraindication for 
gallbladder operations. 

Sections of gallbladder walls showed no 
definite microbic invasions, while the 
liquids revealed various types of bacilli. 

Two gallbladders were removed by the 
electrosurgical method. They were not 
drained. Both made uneventful recoveries. 


RESUME 
Chirurgie de la vésicule biliaire 


Analyses de 762 malades operés pour 
lésions de la vésicule biliaire pendant une 
période de 15 années révélérent que les 
mois dans les quels telles operations étaient 
prévalentes étaient Mai, Juin et Juillet. 
Prés étaient Aout, Septembre et Octobre. 
Un nombre plus petit de malades fut operé 
pendant ’hiver. 

90% reportérent une histoire de traite- 
ment médical pour attaques douloureuses 
dans l’aire de la vésicule biliaire pendant 
une période de 2 a 15 années. 

Les reports radiologiques negatifs ne 
venaient pas pris en consideration pour le 
diagnostique. L’histoire et les données 
cliniques se démontrérent étre correcte 
guide pour l’operation. Transfusions de 
sang entier avant et aprés l’operation furent 
administrées souvent pour diminuer le shock 
et éléver la resistance du malade. 
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Cholécistostomie fut accomplie dans ceux 
cas dans les quels les symptomes avaient été 
presents seulement pour peu d’années. 
Lorsque Vhistoire était de plus long durée, 
cholécistectomie était toujours accomplie. 
La grossesse n’est pas une controindication 
pour operations sur la vésicule biliaire. 

Sections des parois de la vésicule biliaire 
ne démontrérent pas une claire invasion 
microbienne, tandis que les liquides réve- 
lerent differents types de bacilles. Deux 
vésicules biliaires furent enlevées avec la 
méthode electrochirurgicale et ne furent 
pas drainées. Les deux malades guerirent 
normalement. 


ZUSAMMENFASSUNG 


Chirurgie der Gallenblase 


Analyse von 762 Patienten an denen eine 
Gallenblasenoperation vorgenommen wurde 
zeigte, dass in der tiberwiegenden Anzahl 
der Faille die Monate May, Juni und July 
der Zeitpunkt der Operation waren. An 
nachster Stelle kamen die Monate August, 
September und Oktober. Ein kleiner Pro- 
zentsatz der Patienten unterzog sich der 
Operation wahrend der Wintermonate. In 
90% der Fille ergab die Krankenge- 
schichte medizinische Behandlung wegen 
Schmerzattacken in der Gallenblasenregion, 
von zwischen 2 bis 15 Jahren. 

Von negativen Rontgenbefunden wurde 
kein Schluss auf die Diagnose gezogen. Die 
Krankengeschichte und der klinische Be- 
fund erwiesen sich als richtige Wegweiser 
zur Operation. Transfusion von frischem 
Blut, vor und nach der Operation wurde 
oft vorgenommen um den Shock zu ver- 
mindern und die Widerstandskraft des Pa- 
tienten zu erhéhen. 

Bei jenen Patienten deren Symptome erst 
seit wenigen Jahren bestanden wurde Chole- 
cystostomie vorgenommen. Wenn die 
Symptome von langerer Dauer waren 
wurde immer Cholecystectomie ausgefihrt. 
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Schwangerschaft ist keine Kontraindikation 
zur Gallenblasenoperation. 

Die Wand der Gallenblase zeigte keine 
bestimmte Bakterieninvasion wihrend die 
Galle verschiedene Arten von~ Bakterien 
aufwies. Zwei Gallenblasen wurden auf 
elektro-chirurgischem Wege entfernt und 
wurden nicht driniert. In beiden Fallen 
erholten sich die Patienten ohne Zwisch- 
enfall. 


SUMARIO 
Quirurgia de la vejiga de hiel 


Se efectué una analisis de una serie de 762 
pacientes operados por lesiones de la vejiga 
de hiel, y se supo que mas operaciones 
ocurieron durante los meses de mayo, junio, 
y julio que en ningun otro. En agosto, 
setiembre, y octubre ocurieron poco menos. 
Un porciento pequefio de todos fueron 
operados durante el invierno. 

Noventa por ciento de los pacientes dier- 
on historias de tratamiento a causa de ata- 
ques de dolor en la vejiga durante un peri- 
odo de desde dos hasta quince afios. No se 
fiaba en resultado negativo de retratos X-ray 
para decisién diandstica. La historia y el 
resultado de estudio clinico son las mejores 
indicaciones para la operacién. Se daban 
transfusiones de sangre entera y fresca 
durante de y despues de la operacion para 
diminuir el choque y mejorar la resistencia 
del paciente. 

Para esos caso de duracién de no mas de 
pocos afos se efectuaba colecistostomy. 
Para esos de duracion mas larga, se empleaba 
colecistectomia siempre. La prefiez no debe 
considerarse como contraindicaci6n para la 
operacion. 

Secciones de los muros de la vejiga no 
mostraron invasion microbica, pero estudio 
de la liquida mostré varios tipos de mic- 
robios. 

Se sacaron dos vejigas por el método elec- 
tro-quirurgico, sin secar. Los dos pacientes 
gozaron mejoramiento completo sin com- 
plicaci6n ninguna. 
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RIASSUNTO 
Chirurgia della cistifellea 


Analisi di 762 pazienti operati per lesioni 
della cistifellea durante un periodo di 15 
anni rivelarono che i mesi in cui tali opera- 
zioni erano prevalenti erano Maggio, Giug- 
no e Luglio. Vicini erano Agosto, Settem- 
bre e Ortobre. Una percentuale minore di 
pazienti fu operata durante l’inverno. 

go% riportarono una storia di trattamento 
medico per attacchi dolorosi nell’area della 
cistifellea durante un periodo da 2 a 15 an- 
ni. 

Reperti radiografici negativi non veni- 
vano presi in considerazione per la diagnosi. 
La storia e i dati clinici si dimostrarono es- 
sere corretta guida per l’operazione. Trans- 


fusioni di sangue intero prima e dopo 
loperazione furono spesso somministrate per 
diminuire lo shock ed elevare la resistenza 
del paziente. 

Colecistostomia fu eseguita in quei casi, i 
cul sintomi erano esistiti solo per pochi 
anni. Quando la storia era di piu lunga 
durata, colecistectomia veniva sempre ese- 
guita. La gravidanza non é€ una controin- 
dicazione per operazioni sulla cistifellea. 
Sezioni delle pareti della cistifellea non 
dimostzarono chiara invasione microbica, 
mentre i liquidi rivelarono vari tipi di bacilli. 
Due cistifellee vennero rimosse con il 
metodo elettro-chirurgico e non furono 
drenate. Ambedue i pazienti si ristabilirono 
normalmente. 


INTERNATIONAL ASSEMBLY 


Associate Members, Members and Fellows desiring to 
present papers at the International Assembly of the Inter- 
national College of Surgeons to be held in Mexico City, 
Mexico, from August 10 to 14, 1941, will please communicate 
at once with Dr. Desiderio Roman, 250 Scuth 17th Street, 
Philadelphia, Pennsylvania, Chairman of the Program Com- 


mittee for the United States. 











Colposcopy, the Modern Approach to the Problem 


of Cancer of the Cervix 





CURT STEFFEN, M.D.* 


PEORIA, 


OLPOSCOPY, though a new gyn- 
ecologic method, is yet an acknowl- 
edged branch of medical science in 

Europe. It has been brought to its present 
state of perfection by Hinselmann. 

The colposcope, through the use of a bi- 
nocular with a ten to thirty times magnifica- 
tion, along with proper illumination, per- 
mits diagnosis of the finest structural sur- 
face differences in the living, e.g., epithelial 
defects, changes of the epithelium and very 
small exophytic carcinomata. Findings with 
a visibility border near twenty micromilli- 
meters were compiled by Hinselmann in 
many articles, in which the value of colpo- 
scopic pictures was compared with that of 
microscopic sections in regard to the gen- 
etic epithelium of the cervix carcinoma and 
the latent links of the carcinoma series. In 
spite of still-existing doubts, these studies 
have contributed notably to the physiology 
as well as to the normal and pathologic his- 
tology of the female genitalia. 

Having acquired sufficient experience in 
practical colposcopy, one soon becomes ac- 
quainted with certain phases of the mucosa 
cervicis, e.g., the ectopia (about roper cent). 
Here the cylindrical epithelium does not 
end at the external border of the cervical 
canal, as would normally be the case, but 
grows over it. This condition is either con- 
genital or the result of obstetrical trauma. 
By the use of 3 per cent acetic acid the 
boundary line between the original squa- 
mous epithelium of the portio and the cylin- 


*Of ‘and Peoria State Hospital; formerly of Hamburg, Ger- 
Many, 


ILLINOIS 


drical epithelium, the latter characterized 
by a grapelike structure, may be exactly 
differentiated and frequently recorded at 
unexpected places. 

More important, and characterized by the 
presence of a special mucous membrane, is 
the so-called transformation zone (about 80 
per cent). In place of the cylindrical epi- 
thelium, squamous epithelium appears here. 
The new mucous membrane may become 
so similar to the original mucosa of the por- 
tio that microscopically no difference can 
be ascertained between the two. The col- 
poscope, if necessary with the aid of im- 
pregnating fluids such as 3 per cent acetic 
acid or 5 per cent silver nitrate, will estab- 
lish the clinical diagnosis of this transforma- 
tion zone with certainty. This zone, with 
its exceptional biologic and histologic loca- 
tion, is of particular importance because it 
is frequently the matrix region of the car- 
cinomata (up to 10 per cent) (Hinsel- 
mann). 


MATRIX REGIONS 


Colposcopically, those matrix regions 
which may exist together present them- 
selves in the following forms: 


1. Leukoplakia. 

2. Base of a leukoplakia. 

3- Squaring (Felderung). 

4. Iodine-negative regions, without dif- 
ferentiating fluids colposcopically not inter- 
pretative. 


Histologically, the matrix regions are ar- 
ranged in the following order: 
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Matrix I. Atypical epithelium with horn 
formation (keratinization). 

Matrix II. Advancement of this epithe- 
lium into the connective tissue (prolifera- 
tion). 

Matrix III. Atypical epithelium changes 
in layers and cell type, becoming more 
similar to carcinoma cells. 

Matrix IV. (a) This epithelium, corre- 
sponding to the papillae, rises above the 
surface. (b) It enters the connective tissue 
with proliferating branches. (c) It prolif- 
erates into the glands. 


At times it will doubtless be difficult to 
bring these macroscopic findings into con- 
formity. Biopsy, however, has shown: 


1. That matrices I and IV may be con- 
cealed underneath the horny masses of the 
leukoplakia. 

2. That we may determine, from looking 
at the base and the iodine-negative region, 
the matrices I and IV, from squaring the 
matrices II, IVb or IVc. 

3. That matrix [Va proves to be a spe- 
cific colposcopic picture with visible ker- 
atinized or nonkeratinized papillae. 


ORIGIN OF CERVIX CARCINOMA 


The developmental series of the atypical 
epithelium is now, after long observation, 
being talked of by Hinselmann as the oblig- 
atory transitional state of the cervix car- 
cinoma. (See Fig. 1.) This thesis seems jus- 
tified, inasmuch as a suddenly originating 
portio carcinoma developing from the ideal 
mucous membrane by skipping the inter- 
mediate stages or other mucous membrane 
changes (except those outlined under “Ma- 
trix Regions”) has been neither seen nor 
named. It is obvious per exclusionem that 
the carcinoma develops from its mucous 
membrane site, that the mucous membrane 
changes, which consist of the same cell ma- 
terial, function as mother soil. As long as 
we explain the carcinoma as proliferating 
from the locally existing epithelium, a 
furthermore accept Fisher’s theory that “ 








Fig. 1. Development of clinical carcinoma. 


phase of proliferation precedes every can- 
cer,” a developmental process other than 
the one above outlined is quite incompre- 
hensible. Similar conceptions as to the zone 
of demarcation or the tendency of inter- 
stitial changes of long standing to acquire 
malignant properties have been expressed 
by Waldeyer, Bonney, Sheatle, Ribbert, 
Wolbach, Strachan, Kermauner, Schott- 
laender. 

On the other hand, it is Schiller’s idea 
that the cervix carcinoma originates sudden- 
ly as an autochthon process without pass- 
ing through stages of benign hyperplasia. 
According to him, the cervix carcinoma can 
originate from the normal skin—however, 
seemingly in such a way that the skin very 
nearly keratinizes in advance. 

Final determination of this question must 
wait until further research on carcinoma 
histogenesis makes recognition of the ma- 
lignancy possible. On the basis of existing 
clinical observations, it seems that the ab- 
normal mucosa as well as the transitional 
stages (Fig. 2) may remain stationary for 
many years (10-15); a retrogression, how- 
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Fig. 2. Transitional stages of clinical carcinoma. 


ever, of the medium and larger regions has 
hitherto not been observed (Fig. 2). 

Contrary to this established fact, pathol- 
ogists such as Bergmann, Borst and Eisen- 
reich frankly recognize state IV as a true 
carcinoma and state III as a suspicious one. 
Regarding states I and II and their obliga- 
tory development in the direction of a car- 
cinoma, or the eventual ability of retrogres- 
sion, they believe it impossible to make a 
definite statement. 


COLPOSCOPIC DIAGNOSIS 


As far as the pathologic-colposcopic diag- 
nosis is concerned, leukoplakia (1), even if 
not completely clarified as to significance, is 
the most interesting. Hinselmann was able 
to observe directly in six instances the devel- 
opment of cervix leukoplakias into carcin- 
oma. 

One is prone to take for granted, by rea- 
son of analogous conclusions, that leuko- 
plakia of the cervix has the same relation to 
cancer as leukoplakia of the vulva, mouth, 
lip, tongue, larynx, renal pelvis and bladder. 
It is well known that the latter have proved 
to be the forerunners of the malignancy in 
many Cases. 

Through the use of the colposcope the 
gynecologist is enabled to detect the cervix 
leukoplakias in greater numbers. According 
to Schiller, the optical group of clinical 
leukoplakias does not coincide with patho- 
logic leukoplakia; he differentiates between 
the carcinoma-leukoplakia and atypical hy- 
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perkeratosis leukoplakia, which has no tend- 
ency to resolve into a carcinoma. The differ- 
entiation, whether one has to deal with the 
first group or with purely superficial cover- 
ings in a special clinical case, could be made 
only histologically (Schiller). Whether one 
speaks of the now not so rare “patches of 
enamel paint” (Bloodgood) as hyperkera- 
toses, or as basic or conditional starting 
points, or as basis of an epithelioma; wheth- 
er one sees in them the primary stage and 
in the carcinoma the secondary stage, or 
only an accompanying phenomenon of the 
carcinomatous process (Hinselmann), they 
should be a signal of alarm in any event. 
We know from colposcopic experience 
that the leukoplakias can remain stationary 
up to five years; and that upon removal of 
the horny layers of an intact leukoplakia, 
all matrix stages may sometimes be viewed 
in the tissue depth. 

The “base” of leukoplakias (2) differs 
distinctly from the leukoplakia itself and has 
a particular significance; like the erosia vera, 
it requires control over a long period of 
time. 

Like the “base,” the so-called “squaring” 
(3) was likewise unrecognized. Another 
view of the atypical epithelium which had 
escaped detection with the naked eye be- 
came another colposcopic phenomenon. 
This picture, arising from the epithelium 
cones which penetrate at intervals from the 
surface into the depths, is numerically more 
frequent than leukoplakia plus “base” (about 
1¥, per cent of all cases), and is often ob- 
served in contrast to hitherto described 
changes in nulliparae. 

The last colposcopic picture (4) is char- 
acterized by these facts: 

a. Macroscopically, this region can be 
made visible only with the aid of differen- 
tiating fluids, such as diluted Lugol’s solu- 
tion. This region, like regions 1-3, remains 
iodine negative. 

b. Microscopically, the same findings of 
“base” and “squaring” are obtained. 
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AUTHOR’S DIAGNOSTIC RESULTS 

The practical diagnostic results obtained 
by the author were as follows: 

Matrix regions were found in 450 cases 
(5 per cent of 9,000 cases colposcoped). 
Identification was possible in all except 270 
cases (3 per cent). Biopsy of the latter re- 
vealed 63 cases (23.3 per cent) of advanced 
atypical epithelium of matrix IV. The pro- 
portionally low number of microscopic ex- 
aminations may be explained by the method 
per se, as well as by the opportunity of 
follow-up observations of abnormal find- 
ings in the danger zone. Therefore, the ef- 
ficiency of the colposcope as to beginning 
carcinoma is not only seen in an amplified 
diagnosis of ulcers and tumors of the small- 
est size (compare the smallest carcinoma 
with a volume of 1.5 cm: Hinselmann), but 
also clarifies the diagnosis of the mother soil 
with or without carcinomatous changes. 
The colposcope increases the possibility of 
recognition to such an extent that even the 
elementary component of the endophytic 
carcinomata per se has been diagnosed in 
certain cases, as well as the uni- or pluri- 
papillary exophytic carcinomata. 

By the use of the iodine test alone, I 
found iodine-negative areas in 22 per cent 
of the cases; however, these interpretations 
could only be made possible by microscop- 
ic examination. In comparison with the 
iodine test, the colposcope therefore shows 
its greater usefulness. The colposcope also 
makes it possible to examine critically the 
lower third of the always iodine-negative 
cervical canal, as well as to study scienti- 
fically the aspect of the original epithelium 
of the carcinomata, if necessary, with the 
aid of even stronger magnifications. 

Furthermore, this method aids in the 
diagnosis of many gynecologic conditions 
which, due to smallness, are not discovered 
in the usual examinations. Among these are: 
condylomata, leukoplakia, tuberculomas, 
cervical ulcers, cervicitis, polyps, submu- 
cous fibromyomata, vaginal and labial ulcers, 


anal fissures, hymenal tears and even early 
pregnancies. Concerning inflammatory areas 
showing semidetached or denuded epithe- 
lium, they can be only partially recognized 
by impregnation with silver nitrate solution. 


FUTURE OF COLPOSCOPY 


The cervix, being easily visible and fre- 
quently harboring lesions which are due to 
long-continued irritations and chronic in- 
fections, and being covered by columnar 
epithelium in contradistinction to the squa- 
mous epithelium of the vaginal aspect, is a 
favorable object for direct colposcopic in- 
spection; also, owing to its accessibility, for 
biopsy studies. The cervix is therefore a 
particularly ideal subject for carcinoma 
studies on the living. 

We welcome the fact that recently uni- 
versities on the Continent have favored the 
establishment of professorships for colpo- 
scopy, and outstanding clinicians in the 
United States (E. Ries, Martzloff, Davis, 
Douglas, Crossen, Schiller) have advocated 
this method of examining gynecologic pa- 
tients. If the diagnosis of the smaller cancers 
and the latent cancers covered by mucosa, 
or the interpretation of the intermediate 
stages, depends on the efficiency of the 
naked eyes, then the colposcopic inspection 
must logically benefit us and also our pa- 
tients. Figures 3, 4 and 5 may explain the 
changed conditions. 

By means of color photography, which 
has replaced the black and white picture 
and the inconvenient, expensive water col- 
or, we are enabled to make use of colpo- 
scopic findings for teaching and scientific 
purposes as well as for the control of cases 
under observation. 

The binocular colposcope seems to be 
technically the most perfect instrument for 
the recognition of the danger zone in the 
living. Besides facilitating diagnosis of the 
matured carcinoma, which has _ passed 
through transitional stages until clinical 
symptoms are apparent, the uncovering of 





COLPOSCOPY 


Fig. 3. The usual large manifest carcinoma, the 
diagnosis of which has never been difficult. 


Fig. 4. Young ulcerated carcinoma. The diagnosis, 
although difficult, is made easier by means of the col- 
poscope. The biopsy is less often necessary. 
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Fig. 5. Latent non-exulcerated carcinoma, hitherto 
unknown, diagnosis of which is made quite easy by 
means of the colposcope. 


its roots in the symptomless, silent period 
seems to be possible practically as well as 
theoretically. The undertaking of prompt 
and less radical surgical procedures at this 
ideal therapeutic stage would be the best 
means of increasing the number of cures in 
cervix carcinomata, cures having remained 
relatively low despite the great improve- 
ment in treatment methods. 

As to the general introduction of the col- 
poscopic method, the main field of useful- 
ness would be limited to clinics, owing to 
the necessity of long and constant instruc- 
tion in this special branch, and to the fact 
that there is a lack of training centers. 
Furthermore, training in pathology is ad- 
visable because of the multiplicity of the 
pictures, the interpretation of which pre- 
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supposes personal experience, ability to 
translate the colposcopic findings into mic- 
roscopic pictures and ability of the operator 
to examine the sections himself. The dan- 
gers of therapeutic polypragmasia make the 
colposcope of little value in the hands of 
an untrained operator. 

Schiller’s iodine test represents a useful 
method for the general practitioner, insofar 
as this method, systematically employed, 
will not only make it necessary for him to 
explore routinely the portio with the specu- 
lum, but will reveal to him whether or not 
it is iodine positive. This simple method, in 
the majority of cases, shows the intactness 
of the portio by the positive iodine reac- 
tion. Before carrying out a biopsy or other 
surgical procedure, it would be to the prac- 
titioner’s benefit to refer seemingly abnor- 
mal cases to the expert colposcopist. Pre- 
ventive cooperation between practitioner 
and gynecologist, relinquishing the obso- 
lete point of view that clinical symptoms 
are equivalent to early cancer stages (as 
promulgated in the anti-cancer campaign), 
appears to be the most useful application of 
the diagnostic factors at our disposal, guar- 
anteeing early treatment and thereby low- 
ering the cervix cancer mortality. 


SUMMARY 


A wider use of colposcopy, the author 
believes, would greatly increase the per- 
centage of cures in carcinoma of the cervix 
by aiding early diagnosis. It also permits 
observation of those changes at the portio 
which have not yet produced symptoms. 
The use of the colposcope and the colpo- 
scopic picture of four matrix regions are de- 
scribed in detail. 


RESUME 
Le moderne addresse dans le probleme du 
cancer du cou utérin 


L’auteur croit que un usage plus répandu 
de la colposcopie augmenterait beaucoup la 
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percentuelle des guairisons dans le cancer 
du cou de lutérus, en aidant une précoce 
diagnos. I] permet lobservation des altéra- 
tions de la portio utérine qui n’ont pas en- 
core donné des symptomes. L’usage du col- 
poscope et le portrait colposcopique des 
quattre régions matrices sont décrits en dé- 
tail. 


ZUSAMMENFASSUNG 


Moderne Stellungsnabme zu dem Problem 
des Cervix Carcinom 


Der Autor ist der Ansicht, dass haufigere 
Anwendung der Colposcopie den Percent- 
satz der Heilung von Cervix Carcinom be- 
deutend heraufsetzen wiirde, indem es zu 
einer friihen Diagnose verhilft. Es gestattete 
ferner eine Beobachtung jener Verinder- 
ungen der Portio, welche noch nicht Symp- 
tome hervorgerufen haben. Die Anwen- 
dung des Colposcops und die Beurteilung 
der colposcopischen Bilder der vier Matrix 
Regionen werden genau beschrieben. 


SUMARIO 


El moderno acercamiento a el problema 
del cancer del cérvix 


FE] autor cree que un amplio uso de la col- 
poscopia ayudaria a un diagndstico tem- 
prano y por lo tanto a un aumento en el por- 
centaje de curaciones en el carcinoma del 
cérvix. Tambien sefiala aquellos cambios de 
la porci6n que atin no producen sintomas. FE] 
uso del colpdéscopo y la colposcopia de las 
cuatro regiones de la matriz son descritas en 
detalle. 

RIASSUNTO 

L’indirizzo moderno nel problema del 

cancro del collo uterino 


L’A.crede che un uso piu vasto della col- 
poscopia aumenterebbe molto la percen- 
tuale delle guarigioni nel cancro del collo 
uterino, aiutando una diagnosi precoce. 
Anche permette l’osservazione di quelle al- 
terazioni della portio uterina che non hanno 
ancora data sintomi. L’uso del colposcopio e 
il quadro colposcopico delle quattro regioni 
matrici sono descritti dettagliatamente. 
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The History of Hernia 





LEIGH F. WATSON, M.D., F.LCS. 


LOS ANGELES, CALIFORNIA 


HE etymologic derivation of the 

the word hernia is probably from 

the Greek erons, meaning a branch 
or offshoot, which simply denotes the her- 
nial projection. The ancients used the Latin 
word kele (a swelling), combining it with 
a word which designated the contents of 
the swelling: enterocele for intestinal her- 
nia; epiplocele for omental hernia; ompha- 
locele for umbilical hernia; cystocele for 
bladder hernia; while the word bubonocele 
indicated the point of protrusion. The old- 
er writers called enterocele, ramex intesti- 
nalis; and epiplocele, hernia zirbalis. The 
oldest printed Latin editions of the Bible 
use the word herniosus, and Chaucer, in the 
fourteenth century, used hirnia. The Greek 
words used to designate the varieties of her- 
nia, strangulation, etc., are discussed at 
length by Albert. 

We are, most of us, busy practitioners, 
and I often wonder whether we are mind- 
ful of what has been accomplished by our 
predecessors, and of the historical mileposts 
established by those who have labored so 
diligently and accomplished so much under 
difficulties of which we have no concep- 
tion. 

Hernia is undoubtedly as old as the his- 
tory of man, and while no records are ex- 
tant, it was probably treated by primitive 
man with the simple measures at hand, 
guided by his instinct. As civilized knowl- 
edge increased, reducible hernia was re- 
tained by a bandage or girdle, and strangu- 
lated hernia was treated by such palliative 

~{ measures as a light diet, rest, purgation, and 
the application of cool water, which was 
known to be more efficacious than warm 









water. Massage was known, and taxis was 
employed, seldom gently. Reduction was 
often aided by partially inverting the pa- 
tient—our modern Trendelenburg position. 
Operation was never done for strangulated 
hernia, as its causation was not understood. 


EARLY HISTORY OF MEDICINE AND SURGERY 


Even in the early history of medicine we 
find that astringent plasters were applied, 
bleeding was practiced, and wounds were 
sutured or bandaged to hasten healing. As 
regards surgery, trephining of the skull was 
performed as long ago as the early Stone 
Age. In primitive historic times surgical 
knives were made of flint; these were also 
used up to historic times by the FE, ‘gy ptians 
and the Jews. Surgery was veiled in mysti- 
cism and sorcery. If a patient lived? the 
good spirit had triumphed; if he died, the 
evil demon was the stronger. 

The earliest historic records of surgery 
begin with the Sumerians in Mesopotamia 
(about 4ooo B.C.). They were conquered 
in turn by the Semites,’ Babylonians and 
Assyrians, with the result that each added 
something, real or fanciful, to the develop- 
ment of medicine. Diseases were classified 
according to symptoms. The blood was be- 
lieved to be the foundation of life; the ar- 
terial blood was called “day blood” and 
the venous blood was called “night blood.” 

Colic and abdominal pain were ascribed 
to phlegm, bile and wind. Herbs, honey 
and date syrup mixed with milk and water 
were used internally, also externally as 
salves. Cupping, oil rubbing, hot baths and 
cold applications were employed. However, 
any treatment was supposed to be ineffec- 
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tive unless combined with mystic incanta- 
tions and the application of various amulets 
and charms to help drive out the evil spirit. 
Medicine and surgery were controlled by 
the temple priests, who were the only prac- 
titioners. 

The Babylonians were well versed in 
astronomy, consequently the various ana- 
tomical regions were placed under the con- 
trol of the signs of the zodiac, and prog- 
nosis was made from astrology. The num- 
ber 7 was considered unlucky, and patients 
were not treated on any day that could be 
divided by 7. 

The earliest records of physicians’ fees 
and the regulation of the practice of sur- 
gery are found in the Code of Hammurabi 
(2200 B.C.), in which it is stated: “If a 
physician cause a severe operating wound 
with a bronze operating knife and cure the 
patient, or if he open a tumor and save his 
eye, he shall have ten shekels of silver.” 
However, if the patient died, the physician 
had his hands cut off. It might be men- 
tioned that the bronze knives of this ancient 
period would take an edge equal to the 
best steel. 

When a person was ill, the custom of the 
Babylonians was to lay him in the public 
square where the passers-by could talk to 
him. If they had ever had his disease or 
knew of anyone who had suffered from it, 
they were to give him advice as to what 
to do. No one was allowed to pass the sick 
man without asking him about his ailment 
(Herodotus). 

The medical and surgical history of an- 
cient Egypt goes back to the time of the 
pyramids, about 3000 B.C. As Neuburger 
remarks: “Thanks to the labors of the past 
century, thanks to the desert sand and the 
almost rainless climate of Egypt, which 
greatly assist to preserve the hoary remains 
of a past civilization, we are far better able 
to review its development than in the case 
of less remote Greece and Rome.” The art 
of medicine and surgery in Egypt reached 


its zenith about 2000 B.C. The Egyptians 
made improvements in the surgery of the 
Babylonians. They used bronze operating 
knives, forceps, hooks, and needles; they 
tied true reef knots, opened abscesses and 
packed the cavities with lint, linen or cot- 
ton. They improved the bandage treatment 
of hernia and discovered enemas. The 
Egyptians excelled all the races of antiquity 
in hygiene. 

The priests were the only physicians, and 
medicine was taught in the temple schools. 
Toward the period of decline, specialism 
appeared. There were those who treated 
abdominal diseases, and others who treated 
affections of the head and teeth. Before ex- 
tracting decayed teeth, they filled them 
with lead so they would not break. 

The Egyptians believed that strangula- 
tion of hernia was due to an accumulation 
of hardened feces. This was also the belief 
of the Jews, and is referred to in the Old 
Testament. This opinion was held later by 
Celsus and by most surgeons after him, 
indeed, it was not until the seventeenth 
century that Lavater finally dispelled it in 
his book, De Enteroperistole. 

Most of our knowledge of the medicine 
and surgery of ancient Egypt is derived 
from the Ebers and Brugsch papyri, which 
were written between the sixteenth and 
fourteenth centuries B.C. At the time of the 
arrival of the first Greek travelers in 700 
B.C., Egyptian medicine and surgery had 
begun its decline. Dissection was allowed 
at Alexandria under the Prolemies, but after 
the Roman invasion it was abandoned be- 
cause the Romans believed that contact 
with a corpse was profanation. In 320 B.C. 
the Alexandrian Library was founded by 
Alexander the Great. This was destined to 
be the principal medical center for one 
thousand years, and contained 500,000 vol- 
umes when it was burned the first time. 
Mark Antony restored it at the behest of 
Cleopatra, moving the library from Perga- 
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mos. It then remained undisturbed until 
finally destroyed in 640 A.D. 

The Greeks, ancient patrons of the arts 
and sciences, contributed to the improve- 
ment of surgery and excelled in diagnosis. 
Apollo and his son Aesculapius were cele- 
brated as surgeons and were reckoned 
among the: gods. Podalirius and Machaon, 
sons of Aesculapius, as well as Chiron the 
Centaur, were also noted surgeons of an- 
cient Greece, but unfortunately the monu- 
ments and writings of those ages were en- 
tirely effaced by the ravages of the ele- 
ments and time. Hippocrates, who was a 
descendant of Aesculapius and lived in the 
fourth century B.C., excelled all others in 
the study of medicine and surgery. He col- 
lected the available knowledge of the time 
on disease and its treatment, and added his 
own valuable commentaries. In his writings, 
as well as in the fragments left by his con- 
temporaries, Praxagoras of Cos and Coelius 
Aurelianus, there are references to hernia. 
Praxagoras is credited with practicing taxis 
for strangulated hernia. 

The progress of the Greek surgeons stim- 
ulated the interest of the Egyptians and 
Romans. Later, in Greece, Philoxenus, Gor- 
gonus, Sostratus, Herones, the two Appol- 
lonii and Ammonius Alexandrinus; and in 
Rome, Tryphon, Euelpistus and Meges 
were famous surgeons, but their works are 
all lost. We know of them only through 
the writings of Celsus. The Romans never 
equaled the Greeks in medicine or surgery. 
To Asclepiades, who lived in the second 
century B.C., is mainly due the credit of 
bringing Greek medicine to Rome. 


EARLY TREATMENT OF HERNIA 


Our knowledge of the surgery of the 
ancients comes especially from the writings 
of the famous Roman, Celsus, who lived in 
the first century A.D. He operated extens- 
ively on umbilical hernias, and less fre- 
quently on the inguinal variety. He de- 
scribed the translucency of hydroceles, used 


‘ 


ligatures for hemorrhages, sutured wounds 
of the intestines, and advised the inclusion 
of the peritoneum in closing the abdomen. 
For inoperable nonstrangulated hernias he 
used the ancient emplastrum contra rup- 
turam and kept the patient in bed for forty 
days. His directions for bandaging umbilical 
hernia in children differ only slightly from 
the present-day methods. He described and 
practiced both ligation and excision of her- 
nial sacs, with suture of the opening. He 
applied compression, accompanied some- 
times by astringents. 

Aretaeus, a Greek physician of the first 
century, wrote on hernia, his methods of 
treatment being similar to those of Celsus. 
Soranus of [’phesus, who lived in the first 
and second centuries A.D., was the most 
famous obstetrician and gynecologist of 
antiquity, and was the first to describe her- 
nia of the ovary and tube. 

In passing, it is interesting to note that 
another Roman of this time, Vitruvius Pol- 
lo, described the symptoms of lead poison- 
ing from lead aqueduct pipes, and also wrote 
that goiter was due to the water in certain 
localities. 

Galen, the last of the famous Greek sur- 
geons, lived in the second century A.D. 
He studied in Alexandria and afterward 
went to Rome. He was an ardent vivisec- 
tionist and studied anatomy in monkeys. 
Because the tunica vaginalis is open in these 
animals, he thought it was open in man, and 
on this account was led into the error of 
believing that hernia was due'to a rupture 
of the peritoneum. He described nearly 
every bone in the body. Dissections were 
generally abandoned after the time of 
Galen, who represented the zenith of the 
surgery of antiquity, and by the third cen- 
tury surgery began to decline. 

Galen’s method of treating hernia was 
generally by ligating the sac at the super- 
ficial ring or below it. His belief that hernia 
was due to a peritoneal rupture was held 
by many, well into the Christian era; how- 
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ever, it was the opinion of Paulus Aegineta 
and those who followed him that hernias 
of slow formation were due to stretching 
of the peritoneum, and that it was only in 
a sudden hernia that the peritoneum rup- 
tured. Rhazes, Lanfranc, and Guy de 
Chauliac, who came later, apparently knew 
that in hernia there was no peritoneal rup- 
ture; but the point was not fully establish- 
ed until proved by Ruysch’s dissections at 
the end of the seventeenth century. 

Oribasius, a famous Greek physician of 
the fourth century, studied in Alexandria, 
later becoming physician to the Emperor 
. Julian. His encyclopedia of medicine and 
surgery is one of the most complete that has 
survived. Aétius, a Greek physician of the 
fifth century, wrote on surgery, but as is 
true of others of this decadent period, his 
books were only a compilation of the works 
of the earlier Greek writers. He treated 
hernia by compression and astringents. 

Paulus Aegineta, a Greek physician and 
surgeon who practiced in Alexandria dur- 
ing the first half of the seventh century, 
the time of the Arabic invasion, represents 
the last of the long line of famous physi- 
cians and surgeons of this school of learn- 
ing, which existed for nearly 1,000 years. 
Paulus wrote at length on surgery, and his 
writings on hernia are quite extensive. He 
dwelt on the symptoms of hernia and indi- 
cations for treatment, especially by the use 
of the ligature. He operated for non- 
strangulated hernia, according to the meth- 
od of Celsus, often using the transverse ab- 
dominal incision. 

During the tumultuous times of the fifth 
century, when the ominous clouds of the 
Dark Ages cast their pall over all Europe, 
and proud Rome, suffering the common 
calamity, fell before the northern barbar- 
ians, medicine and surgery, which had been 
under the influence of Greek culture, 
were compelled to seek refuge in the mon- 
asteries; and the priests again, as in the an- 
cient times, became the physicians, a con- 


dition that continued until the sixteenth 
century, when medicine was finally sepa- 
rated from the church. 


ARABIAN PERIOD 


About A.D. 500 the Persians gave asylum 
to Greek knowledge, and in turn passed it 
on to the conquering Arabs. The Arabic 
period began with the second destruction 
of the Alexandrian School in 640 under 
Omar, the successor of Mahomet. 

After their first fanaticism had spent it- 
self, the Arabs acquired a thirst for knowl- 
edge from their contact with civilization, 
and became ardent patrons of the arts and 
sciences. They translated nearly all the ex- 
tant medical literature of Greece into Ara- 
bic. Indeed it is to these translations that 
we have had to turn for some of the missing 
books of Hippocrates, as well as other an- 
cient works. Among the famous Arabian 
surgeons may be mentioned Rhazes (850- 
932), who .described the suturing of 
wounds with the strings of a harp (catgut); 
Haly Abbas (994), who operated exten- 
sively for hernia; Avicenna (980-1037), who 
described the differential diagnosis of en- 
terocele and omentocele by ausculation; 
and Albucasis (1122), who closely followed 
the methods of Celsus. Terapion, Avicenna 
and Albucasis treated hernia by cauteriza- 
tion after exposing the sac by incision. 


THE MIDDLE AGES 


The Arabian decline came in the West 
with the fall of Cordova (1236) before the 
attack of Ferdinand III of Castile, and in 
the East with the Mongol invasion and fall 
of Bagdad (1258). With the decadence of 
Arabian medicine in the eleventh century 
the leadership passed to the tireless pro- 
gressive races of Europe. During the 
twelfth and thirteenth centuries govern- 
ments became more stable. The dark clouds 
that had overshadowed all the sciences and 
kept medical and surgical knowledge at a 
standstill for nearly a thousand years grad- 
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ually began to clear. Schools were estab- 
lished in different countries, and medical 
teaching was actively revived. The school 
of Salerno was most famous, and the school 
of Montpellier was next in importance. 
These institutions reached the height of 
their influence and power during the 
twelfth and thirteenth centuries. Other 
schools sprang up in many cities, notably 
in Bologna, Padua, Paris, Naples, ‘Toulouse, 
Valencia and Oxford. 

The most notable hernia surgeons of this 
time were Roger of Salerno (1210), Roland 
(1250), William of Salicet (1230), Theo- 
doric in Bologna, Lanfranc (1315) in Paris 
and Guy de Chauliac of Montpellier. 

During the twelfth and thirteenth cen- 
turies medical science and religion were 
closely associated. In Italy and France near- 
ly all the surgeons were clerics. Surgery was 
not recognized as a distinct art by the uni- 
versities until later, and surgical operations 
generally were delegated to barbers or her- 
nialists. In this transitional age there were 
all varieties of charlatans—hernialists, cut- 
ters for stone, bleeders and operators for 
cataract among others. 

Near the end of the transitional age, 
in the fourteenth century, lived the master 
surgeon Guy de Chauliac. He studied in 
Montpellier, Paris and Bologna. His great 
work on surgery was published in 1363. 
Unlike most surgeons of those days he was 
not satisfied to turn his patients over to 
barbers and hernialists, but did the operat- 
ing himself. He was a student of anatomy 
and was the first to distinguish umbilical 
from inguinal and femoral hernias. Among 
the medieval surgeons Guy de Chauliac 
alone appears to have been aware that her- 
nia may occur in the thigh; after his writ- 
ings this fact is not mentioned again until 
Nicholas LeQuin mentioned it in 1665. 
Guy de Chauliac refers to it in his Chirur- 
gia Magna, and in the same work differen- 
tiates ventral from umbilical hernia, with 
which it was previously confused. He re- 


vised Celsus’ method of laying the hernial 
sac bare and ligating it. His practice was 
excision of the sac with suture, as was also 
advocated by Bertrandi, Lanfranc and oth- 
ers. 

THE RENAISSANCE 


The Renaissance (fourteenth to sixteenth 
centuries), the period of transition between 
medieval and modern times, was marked 
by phenomenal progress in all arts and 
sciences. In the sixteenth century decided 
progress was made in surgery, owing to the 
gradual lifting of the ban on dissection, and 
to the separation of medicine from the 
priesthood, which was completed in this 
century. Among the notable events in the 
history of hernia are: Pol reported the first 
case of hernia of the uterus; Fallopius de- 
scribed the Fallopian tube; Vesalius de- 
scribed the appendix and Vidus Didius 
named it; Plater reported the first case of 
bladder hernia; Paré described diaphrag- 
matic hernia; Fabricius Hildanus wrote on 
partial enterocele; and Roussetus described 
the operation for strangulated hernia, which 
was later improved and popularized by 
Pierre Franco. To this period also belongs 
the “royal stitch” practiced by Fabricius 
ab Aquapendente and the puntum aureum 
of Ambroise Paré. These were methods of 
snaring the hernial sac with wire and sep- 
arating it from the cord (inguinal hernia) 
so as to ligate the sac alone. Up to this time 
there had been no change in the treatment 
of strangulated hernia for almost twenty 
centuries—since the time of Hippocrates— 
its nature not being understood until the 
publication of Lavater’s work. 


SEVENTEENTH AND EIGHTEENTH CENTURIES 


The seventeenth century saw an in- 
creased interest in anatomy and surgery. 
Sennertus reported the second case of her- 
nia of the pregnant uterus; Sala, the second 
case of bladder hernia; Lavater recorded a 
case of hernia of the ovary and tube and 
described the mechanism of partial entero- 
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cele; Ruysch suggested the possibility of 
hernia of Meckel’s diverticulum; and Bar- 
bette, Verheyen, Lowe and Scultetus wrote 
on the different varieties of hernia. Dionis 
advised dividing the external ring in stran- 
gulated hernia. Although operation for 
strangulation was general at this time, the 
theories of the ancients as to the cause of 
strangulation were still prevalent. Lavater’s 
book appeared in 1691. The nonoperative 
treatment in vogue at this time in Denmark 
and in some other countries was to keep the 
patient in bed for a period of six to twelve 
months. Many cures were reported follow- 
ing this procedure. 

With the eighteenth century came an 
awakening in the field of anatomy and sur- 
gery, and a final breaking away from the 
belicfs and practices of the ancients. Littré 
and Méry observed cases of hernia of 
Meckel’s diverticulum; the difficulties of 
diagnosis in diaphragmatic hernia were 
pointed out by Stehilinus; the duodenal 
fossae were described by Hensing, Haller 
and Bordenave; de Garengeot described 
hernia of the appendix and hernia through 
the linea alba; and Giinz, Divoux, Arnaud, 
and Verdier made extensive studies of blad- 
der hernia. Petit said of large hernias that 
had long been irreducible, that they “had 
lost their right of domicile.” Gimbernat de- 
scribed the ligament that bears his name, 
and originated a new and safer operation 
for strangulated hernia. Mauchart wrote on 
the anatomy of femoral hernia. 

Papen and Smellie observed perineal her- 
nia in women; Le Dran wrote on hernia in 
the linea semilunaris, partial enterocele and 
femoral reduction en masse; La Chausse de- 
scribed ventral hernia, and De Gouey re- 
ported the second case of hernia of the 
Fallopian tube alone. Haller and Verdier 
reported cases of sciatic hernia of the blad- 
der. Arnaud, Pott, Sharp, Monro, Richter 
and Camper wrote important treatises on 
hernia. 


The ancients attempted to suture the di- 
vided ends of the intestine in certain cases 
of gangrene or accidental rupture; Celsus 
observed that the best results followed 
stitching of the large intestine. As early as 
the thirteenth century, devices were used 
to unite the ends of the intestine. The Four 
Masters employed the trachea of an animal, 
cut to the proper length, inserted it into 
each end of the divided intestine and joined 
the ends of the intestines with sutures. Rog- 
er of Salerno and Theodoric used a can- 
nula of elder; Watson one of fish glue; 
Scarpa made one from tallow; and Desault 
and Chopart used a varnished playing card. 
Randhor invaginated the upper end of the 
intestine into the lower end, united it with 
sutures and returned the intestine to the ab- 
dominal cavity; the patient survived. Bichat 
in the last of the eighteenth century pointed 
out that mucous and serous surfaces do not 
unite; and Lembert in 1825 described his 
method of suturing serous surfaces in con- 
tact. 

At the beginning of the nineteenth cen- 
tury appeared the classic monographs of 
Cooper and Scarpa, heralding the dawn of 
the modern era in the surgical treatment of 
hernia. 


SUMMARY 


The history of hernia is traced from 2000 
B.C. to the nineteenth century. The Egyp- 
tians and Jews believed that strangulated 
hernia was caused by an accumulation of 
hardened feces. Galen believed that hernia 
was caused by rupture of the peritoneum. 
Ruysch at the end of the seventeenth cen- 
tury disproved Galen’s theory by dissec- 
tion. Lavater’s book, published in 1691, 
helped to dispel belief in Galen’s theory. 
Treatment remained virtually the same for 
twenty centuries following Hippocrates. 
The modern era in the surgery of hernia 
began in the nineteenth century, with the 
monographs of Cooper and Scarpa. 
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RESUME 
L’ histoire de la bernie 


L’auteur retrace l’histoire de la hernie 
depuis deux mille ans avant Jésus Christ 
jusqu’a nos jours. Les Egyptiens et les Israé- 
lites croyaient que l’etranglement de la 
hernie etait di 4 une accumulation de ma- 
tieres fécales durcies. Galen croyait que la 
hernie était due a une rupture du péritoine. 
Ruysch démontra la fausseté de cette vue. 
Le livre de Lavater, publie en 1691, dé- 
montra aussi l’erreur de la théorie de Galen. 
Pendant vingt siecles on ne fit peu ou aucun 
progrés dans nos conn aisi ances du sujet. 
L’ere moderne date du commencement du 
dix-neuviéme siécle. 


ZUSAMMENFASSUNG 
Die Geschichte der Hernie 


Die Geschichte der Hernie wurde vom 
Jahre 2000 v.Ch. bis ins neunzehnte Jahr- 
hundert erforscht. Die Aegypter und 
Juden glaubten dass eine  strangulierte 
Hernie durch Eindickung von Kotmassen 
hervorgerufen werde. Galen hielt einen 
Peritonalriss fuer die Ursache von Her- 
nien. Ruysch widerlegte Galens Theorie 
durch Sezierung am Ende des siebzehnten 
Jahrhunderts. Lavaters Buch (geschrieben 
1691) half Galen’s Theorie zu widerlegen. 
Die Behandlung blieb grundsaetzlich gleich 
bis 20 Jahrhunderte nach Hippocrates. Die 
moderne Aera in der Chirurgie der Hernie 
begann im neunzehnten Jahrhundert. 


SUMARIO 
La historia de la hernia 


La historia de la hernia es investigada 
desde 2000 afios A.C. hasta el Siglo XIX. 
Los Egipcios y Judios creian que la hernia 
estrangulada era producida por una acumu- 
lacién de materias fecales endurecidas. Ga- 
leno creia que la hernia era producida por 
la rotura del peritoneo. Al final del Siglo 
XVII Ruysch desaprobo la teoria de Ga- 
leno por diseccién. El libro de Lavater, 
publicado en 1691, ayudo a eliminar la cre- 
encia de la teoria de Galeno. F1 tratamiento 
fué virtualmente el mismo por veinte siglos 
despues de Hippocrates. La era moderna de 
la cirugia de la hernia empezo en el siglo 
diez y neuve. 


RIASSUNTO 
La storia dell’ ernia 


La storia dell-ernia é seguita da 2000 B.C. 
fino al secolo diciannovesimo. Gli Egiziani 
e gli Ebrei credevano che l’ernia strango- 
lata era causata da un’accumulazione di 
fecce indurite. Galen credeva che l’ernia 
era causata da una rottura del peritoneo. 
Ruysch, al fine del secolo diciasettesimo, 
disapprovo la teoria di Galen per dissezione. 
Il libro di Lavater, publicato nel 1691, aiuto 
a fare dissipare la credenza nella teoria di 
Galen. La cura rimase praticamente la stes- 
sa per 20 secoli seguente, Hippocrate. La 
epoca moderna nella Chirurgia dell’ernia 
incomincio nel secolo diciannovesimo. 
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of rather rare incidence. Therefore I 
deem it of sufficient interest to add 
another case history to the literature. 

The shape and structural anatomy of the 
appendix and the ileocecal segment of the 
intestines vary much less than do their topo- 
graphic relations to the adjoining organs 
and the peritoneum. Among the abnormal 
locations of the appendix that in the left 
lower quadrant of the abdomen is one of 
the least frequent, but it is not the least 
important, as it offers great diagnostic dif- 
ficulties. 

The genetic factors responsible for a left- 
sided appendix may be classified as follows: 


I: appears that left-sided appendicitis is 


I. Congenital 
1. Situs viscerum inversus totalis 
2. Situs viscerum inversus partialis 
3. Excessive length of the vermiform 
process 
4. Mesenterium commune 


II. Acquired 
1. Non-specific inflammatory pro- 
cesses 
2. Specific inflammatory processes, 
such as tuberculosis 
3. Tumors 


In a complete transposition of the visceral 
organs all those usually located on the left 
side are found on the right, and vice versa. 
St. Clair in 1915 stated that approximately 
300 cases of complete transposition of ab- 
dominal viscera had been reported in the 
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literature to that date. This number prob- 
ably includes the 214 cases already collect- 
ed by Sorge (1906). Six of these had been 
observed at the Mayo Clinic; in three, op- 
eration had been performed for left-sided 
appendicitis. St. Clair appends no references 
to his article. 

A solitary transposition of the cecum and 
appendix is less frequent. In early stages of 
the fetal development the so-called umbi- 
lical loop, which corresponds to the portion 
of the intestines extending from the duo- 
denojejunal flexure to the splenic flexure 
of the colon, lies in a sagittal plane. The 
“anlage” of the cecum develops in the cau- 
dal portion of the umbilical loop. The proxi- 
mal branch of this loop grows more rapidly 
than does the distal, and a rotation takes 
place, bringing the cecum from the left 
to the right iliac fossa. Failure of migration 
or an arrest of this move-point may deter- 
mine an abnormal position of the appendix. 

It is evident that if the vermiform pro- 
cess is abnormally long (it sometimes 
reaches 30 cm.) a part of it may be found 
on the left side of the body. 

In the presence of a congenital anomaly 
called “common mesentery” the entire 
small intestines are located on the right side 
and the large intestines on the left. 

As to the acquired causes, an inflamma- 
tory process of a specific or non-specific: 
origin may produce adhesions which pull 
the appendix to the left, especially if a so- 
called mobile cecum is present. Tumors lo- 











cated in the abdominal cavity may occa- 
sionally push the appendix to the left side. 


LITERATURE 


De Pol (1933) tabulated 73 cases of left- 
sided appendicitis from the literature. He 
found that in 34 a total, and in 12 a partial, 
transposition of the viscera was present; in 
2 cases a common mesentery was found, an 
abnormally long appendix was recorded in 
6, and a displacement of the organ by an 
inflammatory process in 19 cases. 

Pellegrini (1934) cites Liertz, who found 
left-sided appendicitis in 0.3 per cent of his 
surgical and autoptic material; Karewski 
encountered this abnormality in 10 cases 
out of 1,600 and Cazzamali observed it only 
once among 2,000 operations for appendi- 
citis. 

In recent years cases of left-sided appen- 
dicitis have been reported by De Pol, 
Pellegrini, Minnie, Pol, Votta and Robert- 
son, Taborisskey, Schwarz, Sugg, Block 
and Michael, Krook, Coester, Grettve and 
Moberg. Left-sided appendicitis in a patient 
with a mesenterium commune has been re- 
ported by Gruescu, Constantinescu and 
Galisciuc. Laurent, who reported Chau- 
reau’s case, stated that he observed a case 
in which the cecum was located in the right 
iliac fossa but in which the appendix ex- 
tended way to the left side. A cecocolonic 
transposition, with the appendix located on 
the left side, has been described by Sco- 
pinaro. Montemartini found a portion of 
the mobile cecum and an inflamed appendix 
in a left inguinal hernia. 

It seems that in left-sided appendicitis the 
pain is localized at McBurney’s point, un- 
less the peritoneum be affected, because the 
innervation may not be disturbed in spite 
of the transposition of the viscera. There- 
fore, unless a situs inversus has been previ- 
ously recognized, the right lower quadrant 
is almost always exposed first and a second 
incision made on the left side. As a rule, 
the double incision is productive of no 
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harm in chronic or non-perforated appen- 
dicitis cases. It is obvious that it is highly 
undesirable where a suppuration is present. 

If the pain is localized in the left lower 
quadrant, the differential diagnosis should 
consider tubal pregnancy, rupture of a 
graafian follicle, torsion of an ovarian cyst, 
pedicle, diverticulitis, renal calculi, etc. In 
such conditions the most astute observer is 
apt to be led astray. In the majority of cases 
reported in the literature the diagnosis has 
been made not preoperatively but in the 
course of the surgical procedure. 

Sorge in his thesis (1906) states that Ve- 
hemeyer (1897) was the first to show an 
X-ray picture of a case of visceral trans- 
position. 

According to Jacobson, it appears that 
Miihsam (1911) was the first to report an 
operation deliberately planned for left- 
sided appendicitis in a patient with a total 
inversion of the viscera. Hollenbach (1912) 
reported the second and Jacobson himself 
the third case. 

It is fair to assume that with the increas- 
ing frequency of roentgenologic examina- 
tions of the chest and the digestive tract a 
diagnosis of situs inversus will be made 
more frequently. If the condition has been 
recognized, the patient should be informed 
as to the presence of the abnormal situation 
of his internal organs so that in the event 
of an acute abdominal condition he may aid 
the physician in arriving at a proper diag- 
nosis. 

Nather and Ochsner (1924) saw 9 cases, 
of which 4 were in children under 12 years. 
Royster (1927) reports that at least two- 
thirds of the cases of left-sided abscess on 
his records were observed in patients under 
twelve. The age incidence in other cases 
reported varied from twelve to forty-two, 
which shows that age is of no significance. 


CASE REPORT 


T. L., white male, age 22, brakeman, was admitted 
with pains in the right lower quadrant of the abdomen, 
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Fig. 1. 


‘ : Roentgenogram showing stomach, small 
intestine after a barium meal. 


nausea and vomiting of nine days’ duration. The pains, 
which came in the form of attacks several times a 
day, radiated from the right flank toward the um- 
bilicus. After the first two days the patient was rela- 
tively free from all symptoms for several days; then 
the pain became constant and more severe, and a feel- 
ing of distention of the abdomen developed, particu- 
larly on the right side. The bowels had moved daily 
without a laxative or an enema. The family history 
was irrelevant. As to the personal history, the patient 
had always had a “weak stomach” and frequently 
vomited his breakfast. He had lost 25 pounds in the 
last year. 

The physical examination revealed a young man in 
good general condition, without any detectable physi- 
cal abnormalities, except a rather distended abdomen 
in which no masses could be palpated. No rigidity of 
the abdominal wall was present and no tenderness 
could be detected, except to deep pressure in the right 
lower quadrant of the abdomen, This tenderness was 
replaced by actual pain at the effort to flex the right 
leg and thigh against the abdomen. The temperature 
was 37.1° C., pulse 106, respiration 22. Traces of al- 
bumin and a few hyaline casts were found in the 
urine. The leukocyte count was 16,500: 88 per cent 
polymorphonuclears, 10 per cent lymphocytes, 1 per 
cent monocytes and 1 per cent eosinophils. 

A diagnosis of acute appendicitis was made. The 
peritoneal cavity was exposed through the customary 
gridiron incision. Instead of the large intestines only 
the small bowel presented itself in the incision, and all 
attempts to locate the cecum were futile. The wound 
was closed and the abdomen reopened through an up- 
per midline incision. The stomach, which was rather 
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Fig. 2. Roentgenogram showing dilation of sigmoid 
and descending colon after a barium enema. 


small, was found in its usual position. There was no 
gastrocolic omentum, except at the extreme left por- 
tion of the major curvature, where a length of about 
10 cm. could be identified as the transverse colon and 
where the great omentum was wadded in a ball in 
the splenic area. Following the transverse colon in 
the distal direction, the palpating hand arrived at the 
splenic flexure, while moving the hand in the opposite 
direction led to a very short mesentery. The ascending 
colon and the cecum were easily delivered into the 
wound, the latter being located in the left side of the 
true pelvis. The mesentery of the cecum was of ap- 
proximately the same length as in normal individuals, 
with the cecum located in the right lower quadrant 
of the abdomen. The entire colon seemed to be pale 
and somewhat edematous. The appendix was 6.5 cm. 
long, indurated and congested, with a bullous tip. 
After the appendectomy, the stump was inverted. 
The convalescence was rather stormy and some 
fever persisted for five days. Meteorism was relieved 
by enemas and prostigmin. Some nausea and vomiting 
persisted until the first spontaneous defecation; from 
that time on the recovery was rapid. The patient was 
up on the eighteenth day and was discharged the fol- 
lowing day. He gained seven pounds in the next five 
weeks but stated that if he ate his breakfast in a 
hurry, he would still vomit about half of it. He was 
re-examined in one year and again twenty-two months 
after the operation and was found in perfect health. 
. The roentgenograms of the intestinal tract (Figs. 
1-3) were taken approximately two. months after the 
operation. They show the stomach in the left upper 
quadrant of the abdomen. In other words, a partial 
situs viscerum inversus was present. 
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Fig. 3. Roentgenogram showing colon and very 
small segment of transverse attached to left limit of 
greater curvature of stomach. 


A conclusion is justified that patients 
with left-sided symptoms and clinical find- 
ings suggestive of appendicitis should be 
carefully examined for transposition of 
the viscera. Roentgenographic studies are 
of great importance for the diagnosis. 
However, where right- -sided symptoms oc- 
cur and the usual incision fails to suffice for 
discovery of the appendix, I believe that a 
midline incision above the navel is the best 
procedure. This incision will permit the 
certain location of the cecal junction. It 
can be extended vertically downward or 
laterally without prejudice, if needed, and 
will provide the adequate exposure that an 
ectopic appendix easily may demand. 


SUMMARY 


A left-sided appendix may be congenital 
or acquired. The congenital type may re- 
sult from total or partial situs viscerum 
inversus, excessive length of the vermiform 
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process or the anomaly, “common mesen- 
tery.” The acquired type may be caused 
by inflammatory processes or tumors. The 
pain in left-sided appendicitis may be local- 
ized at McBurney’s point because the inner- 
vation may not be disturbed. Patients with 
left-sided symptoms and clinical findings 
suggestive of appendicitis should be ex- 
amined carefully for transposition of the 
viscera. Roentgenographic studies aid great- 
ly in the diagnosis. In patients with right- 
sided symptoms, in whom the usual incision 
does not disclose the appendix, a midline 
incision above the navel. should be made. 
The cecal junction can then be ‘located 
and the incision extended, if necessary. A 
case of appendicitis i in a patient with par- 
tial situs viscerum inversus is reported. Op- 
eration resulted in recovery. 
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RESUME 


Un cas d’appendicite du cété gauche et 
revue la littérature du sujet 


La position a gauche de l’appendice peut 
étre congénitale ou acquise. Le type con- 
génital résulte d’un situs viscerum inversus 
total ou partiel, ou d’une longueur anormale 
de l’appendice vermiforme, ou de l’anaoma- 
lie connue sous le nom “de mésentére com- 
mun.” Le type acquis est du a des conditions 
inflammatoires ou néoplasiques. La douleur 
peut étre référé au point McBurney car 
l’innervation peut étre normale. Les malades 
présentant des symptémes d’appendicite du 
cété gauche doivent étre examinés pour 
transposition des visceres. L’examen roent- 
genographique est utile. Dans les cas sentant 
des symptomes d’appendicite du coté droit 
dans lesquelles l’incision ordinaire ne donne 
pas accés a l’appendice, ou fera une incision 
médiane supra ombilicale. Il faut chercher 
la jonction coecal. Un cas est rapporté et 
décrit. L’operation fut suivie de guérison. 


ZUSAMMENFASSUNG 


Ein Fall von linksseitiger Blinddarment- 
zuendung mit Zitaten aus der Literatur 


Fin linkseitiger Appendix kann angeboren 
oder erworben sein. Der angeborene Typ 
kann das Resultat eines kompletten oder 
partiellen situs viscerum inversus, eines 
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ueberlangen appendix, oder der Abnormali- 
taet: Gemeinsames Mesenterium sein. Der 
erworbene Typ kann durch entzuendliche 
Veraenderungen oder tumoren hervorge- 
rufen werden. Der Schmerz bei linksseitiger 
Appendicitis kannam McBurneyschen Punkt 
sein, da die Innervation nicht gestért sein 
muss. Patienten mit linksseitigen Sympto- 
men mit Verdacht auf appendicitis sollen 
sorgfaeltig auf Transposition der Einge- 
weide untersucht werden. Roentgenunter- 
suchungen helfen die Diagnose zu stellen. 
In Patienten mit rechtsseitigen Symptomen, 
bei denen der Appendix bei der gewoehn- 
lichen Incision nicht gefunden werden kann 
soll eine Medianschnitt iiber dem Nabel ge- 
macht werden. Man findet dann die Ileo- 
cecalstelle und kann die Incision verlingern, 
falls nétig. Ein Fall von linksseitiger Appen- 
dicitis bei einem Patienten mit partiellem 
situs viscerum inversus wird berichtet. Op- 
eration resultierte in Heilung. 


SUMARIO 


Un caso de apendicitis del lado izquierdo, 
con mencion de la literatura 


Un apendice del lado izquierdo puede ser 
congéntia 6 adquirida. El tipo congénito 
puede resultar de total 6 parcial situs viscer- 
um inversus, excesiva longitud del apendice 
vermiforme 6 la anomalia, “mesenterio 
comun.” E] tipo adquirido puede ser cau- 
sado por procesos inflamatorios 6 tumores. 
El dolor en apendicitis del lado izquierdo 
puede ser localizado al punto de McBurney 
porque la inervacién no puede ser trastor- 
nada. Enfermos con sintomas del lado izqui- 
erdo deben de ser examinados cuidadosa- 
mente para ver si hay tranposicién de la 
viscera. Roentgenografia ayuda grande- 
mente en el estudio y diagndstico. En en- 
fermos con sintomas del lado derecho, en 
los cuales la insiciédn usual no muestra el 
apendice, una insicién media supraumbili- 
cal debe hacerse. La unidn ileo-cecal puede 
ser localizada entonces y la insicién alargada 

















si es necesario. Un caso de apendicitis en un 
enfermo con parcial situs viscerum inversus 
es reportado. La operacién tuvc un buen 
resultado. 


RIASSUNTO 


Un caso di appendicite sinistra, con citazioni 
bibliografiche 

L’appendice sinistra puo’ essere congenita 
o acquisita. I] tipo congenito puo’ risultare 
da una totale o parziale inversione viscerale, 
eccessiva lunghezza del processo vermi- 
forme, o per anomalia “mesentere com- 
une.” I] tipo acquisito puo’ essere causato 
da processo infiammatori o da tumore. Il 
dolore nelle appendiciti sinistre, puo’ essere 
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localizzato al punto di “McBurney,” perche’ 
linnervazione puo’ non essere disturbata. 
Gli ammalati con sintomi localizzati a sin- 
istra o con manifestazioni cliniche caratter- 
istiche di appendicite, dovrebbero essere 
esaminati accuratamente per trasposizione 
viscerale. Gli studi radiografici aiutano 
grandemente nelle diagnosi. In ammalati 
con sintomi al lato destro, nei quali l’usuale 
incisione non mostra l’appendice, si dovreb- 
be ricorrere ad una incisione mediana.al di 
sopra dell’ombellico. La giunzione, cecale 
puo’ essere localizzata e l’incisione, se ne- 
cessario, estesa. E’ riportato un caso di ap- 
pendicite in un ammalato con parziale in- 
versione viscerale. L’operazione produsse 
la guarigione. 


INTERNATIONAL ASSEMBLY HEADQUARTERS 


Headquarters for the meeting of the International As- 


sembly of the International College of Surgeons, August 10 to 


14, 1941, will be at the Hotel Reforma, Mexico, D.F. Date 


of the meeting of the House of Delegates will be announced 


later. 














Herpes Zoster as a Sequel of Spinal Anesthesia 


D. G. ARNOLD, M.D., Associate Member I.C.S. 


BUCYRUS, OHIO 


RECENT study’ which includes a 
review of 110 published articles on 

the subject of neurological changes 
following spinal anesthesia covers a multi- 
tude of manifestations of nerve injury but 
fails to mention herpetiform lesions associ- 
ated with neuralgic pain as a complication. 
Search elsewhere in the literature likewise 
has failed to disclose any reports of this par- 
ticular sequel to spinal anesthesia, although 
Carter’ in 1937 reported one case following 
lumbar puncture, which he attributed to a 


mild irritative trauma of the dorsal roots. : 
It is therefore of interest that three such 


cases have been observed in a series of 640 
operations performed by me under spinal 
anesthesia in a small hospital where all of 
the after-care was under my personal ob- 
servation. 

That these three cases were not coinci- 
dental is apparent from the fact that in all 
three the lesions appeared in areas of nerve 
distribution which were anesthetized. 

Some authors’ have attributed post- 
anesthetic radiculitis to injection of the 
drug into a nerve root. In these three cases 
this explanation cannot be held tenable be- 
cause again the sites of the lesions were not 
such that the corresponding nerve roots 
would have been punctured by a spinal 
puncture made between the fourth and fifth 
lumbar vertebrae, as was here done. Fur- 
thermore, in case no. 2 the lesions were bi- 
lateral, and since the tap was easily done 
with one insertion of the needle, it would 
have been impossible to injure nerve roots 
on both sides. 

The above-cited article’ very adequate- 
ly discusses the possibility of toxic nerve 


injury apart from meningitis of infectious 
origin, presenting not only many clinical 
cases, but also the results of abundant his- 
tologic studies of the effects of spinal an- 
esthetic agents in animals, which quite defi- 
nitely prove this possibility. It seems most 
probable that in my cases the injury was of 
this type. 

The anesthetic agent used in this series 
was procaine hydrochloride in 635 cases 
and pontocaine in five. Of the three patients 
who developed zoster-like lesions, procaine 
was used in two, pontocaine in one. 


CASE REPORTS 


Case No. 1—Mrs. D. U., age 30. Diagnosis : incom- 
plete abortion, possible tubal pregnancy. A spinal an- 
esthetic of 150 ing. procaine was administered because 
of the possible necessity of laparotomy. Dilatation and 
curettage revealed a piece of retained placenta, which 
was quickly removed. The spinal puncture had been 
easily done. The procaine crystals were dissolved in 
5 cc. of cerebrospinal fluid and reinjected. Anesthesia 
was complete to the umbilicus. 

Five hours after being returned to her room, the 
patient complained of a severe, stinging, burning sen- 
sation over the dorsum of the right foot. Inspection 
revealed three slightly elevated red patches surmounted 
by small vesicles and located in a cluster over the 
arch of her foot. Eight hours later the vesicles were 
much larger. The pain was quite severe and lasted for 
four weeks before entirely disappearing. After the first 
twenty-four hours the contents of the vesicles became 
milky and then gradually absorbed, leaving crusts 
which separated in ten days. Pigmented patches re- 
mained. 


Case No. 2—Mrs. B. R., age 36. Diagnosis: sub- 
acute appendicitis, perineal relaxation, cervical lacera- 
tion, eversion and erosion. Trachelorrhaphy, perineor- 
rhaphy and appendectomy were performed. The anes- 
thetic agent was procaine hydrochloride 150 mg. in 
5 cc. of cerebrospinal fluid, injected through the fourth 
lumbar interspace without difficulty. Anesthesia began 
to wear off in 45 minutes and was supplemented with 
drop ether for an additional 25 minutes. 

Thirty-six hours after operation’ the nurse noticed 
a cluster of vesicles on the right thigh about two 
inches below the middle of the inguinal ligament. 
They were six or seven in number and filled with 
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clear fluid. When called to the patient’s attention, she 
exclaimed, “So that is what has hurt so badly.” The 
next day a second patch of vesicles appeared on the 
left side of the abdomen one inch medial to the an- 
terior superior iliac spine. Both patches had the char- 
acteristics of herpes zoster, running the usual course 
and disappearing about the end of the second week. 


Case No. 3—Mr. W. B., age 53. Diagnosis: bilateral 
inguinal hernia. Bilateral herniorrhaphy was done un- 
der spinal anesthesia, pontocaine being used. Difficulty 
was encountered by the anesthetist in making the punc- 
ture, his note indicating that considerable arthritis was 
present in the spine. Anesthesia was complete and well 
sustained until after the patient was returned to bed. 

On the third postoperative day the patient com- 
plained of sharp stinging pain in the great toe of his 
left foot. Examination revealed a solitary pea-sized 
vesicle just lateral to the corner of the nail on the 
great toe. Pain continued for two days, then the con- 
tents of the vesicle gradually absorbed. No crust 
formed because of the thickness of the skin. On the 
fifth day the overlying skin was removed and a slight- 
ly depressed area was left. 


In case no. 1, with lesions on the dorsum 
of the right foot, the nerve affected was the 
fifth lumbar. In case no. 2, with lesions be- 
low the inguinal ligament on the right thigh 
and on the lower abdominal wall on the 
left, the nerve roots affected were the first, 
second and third lumbar. In case no. 3 either 
the fifth lumbar or the first sacral nerves 
enervated the involved area of the toe. 

Since the punctures were made in the 
fourth lumbar interspace, if a nerve root 
had been injured it should have been the 
fourth, which supplies the median and lat- 
eral surfaces of the thigh, the anterior sur- 
face of the knee and the anterior and inter- 
nal surfaces of the leg. 


SUMMARY 


Zoster-like lesions as a complication of 
spinal anesthesia have apparently not been 
frequent or have not been reported. Three 
cases of such lesions are here reported from 
a series of 640 cases (.047 per cent). Causa- 
tion probably was toxic action of the anes- 
thetic agent. 
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RESUME 
Herpes Zoster en suite a anesthésie spinale 


Lésions qui résemblent le zoster comme 
complications d’anesthésie spinale en ap- 
parence n’ont pas été frequentes ou n’ont 
pas été réportées. Trois cas de lésions sem- 
blables viennent ici réportés dans une serie 
de 640 cas (0.047%). La cause probabile- 
ment consiste dans |’action toxique de |’ane- 
sthésique. 


ZUSAMMENFASSUNG 


Herpes Zoster als Folge von Riickenmarks- 
anesthesie 


Zoster ahnliche Schadigungen als Kom- 
plikation von Spinalanesthesie waren an- 
scheinend nicht haufig oder wurden nicht 
berichtet. Drei Falle solcher Schadigungen 
werden hier beschrieben aus einer Serie von 
640 Fallen (0.047%). Die Ursache war 
offenbar eine toxische Wirkung ‘des An- 
estheticum. 


SUMARIO 


El Herpes-Zoster como una secuela de la 
raqui-anestesia 


Parece que las lesiones semejantes al 
Herpes-Zoster como complicacién de la 
raqui-anestesia, no han ‘sido. frecuentes 0 no 
han sido reportadas. Tres casos de tales 
lesiones se reportan aqui, de una serie de 
640 casos (0.047%). La causa probable- 
mente fué la accién del agente anestésico. 


RIASSUNTO 
Erpes Zoster in seguito ad anestesia spinale 


Lesioni simili allo zoster come complica- 
zioni di anestesia spinale apparentemente non 
sono state frequenti o non sono state ripor- 
tate. Tre casi di simili lesioni vengono qui 
riportati in una serie di 640 casi (0.047%). 
La causa probabilmente consiste nell’azione 
tossica dell’anestetico. 














Observations on the Management of Goiter 


JOHN M. WILSON, M.D., F.A.CS., F.LCS. 


MOBILE, ALABAMA 


LTHOUGH Mobile is not in the 
goiter belt, nevertheless thyroid dis- 
ease is frequently encountered in 

this section. 

That some forms of goiter are often not 
recognized, or are inadequately treated, 1s 
shown by the large number of men and 
women seen in advanced stages of thyroid 
disease. The result is morbidity, economic 
loss and mortality. 

During the many years that the subject 
of goiter has been of interest, encouraging 
advances have been made in its diagnosis 
and treatment. It has been shown, more or 
less definitely, that adolescent and simple 
colloid goiter are at least partly caused by 
iodine deficiency. Of course, prophylaxis 1s 
the ideal treatment in these types of goiter. 


ADOLESCENT GOITER 


A great many adolescent goiters will un- 
dergo involution and the gland return to 
normal after maturity. Occasionally, how- 
ever, there will remain an enlargement of 
the thyroid, usually symmetrical, but some- 
times nodular. This type of goiter some- 
times responds to treatment, but is frequent- 
ly very refractory. The metabolism in such 
cases is usually normal or below normal. 
Cautious administration of small amounts of 
iodine with small doses of thyroid extract, 
when indicated, will at times, in the young, 
reduce the size of the gland. This type of 
gland is filled with colloid and as a rule is 
not hyperplastic. 

The taking of very small amounts of 
iodine in the form of iodized salt or potas- 
sium iodide added to the drinking water 
has been shown definitely to lessen the in- 





cidence of endemic or colloid goiter in chil- 
dren. Colloid nodules or true adenomas in 
the very young do not call for surgery, un- 
less causing pressure or for cosmetic rea- 
sons. Nodular goiters in patients twenty- 
five years or over are, to say the least. po- 
tentially surgical. 


TOXIC GOITER 


Toxic goiter may present an unmistak- 
able appearance, easy of diagnosis, or it may 
be protean and insidious, difficult of diag- 
nosis, particularly in distinguishing it from 
neurosis or so-called neurocirculatory as- 
thenia with tachycardia and thyroid en- 
largement. The enlarged thyroid is some- 
times coincidental with the neurosis. 

The toxic goiter patient will usually be 
warm, moist, hungry, full of energy, not 
constipated, and will most always have an 
increased basal metabolic rate, increased 
pulse pressure and heat intolerance. The pa- 
tient with a neurosis, or neurocirculatory 
asthenia, while exhibiting tachycardia, possi- 
bly enlarged thyroid and nervousness, us- 
ually will have cold hands, dry skin, a tired 
feeling, even after sleep and rest, frequent- 
ly a decreased appetite, constipation, sensi- 
tivity to cold and usually normal pulse pres- 
sure. 

If the diagnosis is in doubt, rest, proper 
diet and sedation should be carried out, 
with operation deferred until definite diag- 
nosis of toxic goiter is made and symptoms 
warrant it. There seems to be no danger in 
waiting under such circumstances; and if 
the condition is one of toxic goiter, it will 
most likely develop sooner or later into a 
frank case. In the hyperthyroid case, im- 
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provement is usually very marked follow- 
ing operation, while if operation is per- 
formed in the case of a neurosis without 
hyperthyroidism, the patient will no doubt 
be made worse. 

Thanks to Dr. Henry Plummer, the use 
of iodine in the management of toxic goiter 
is now fairly well standardized. Before the 
use of this drug, the dreaded thyroid crisis 
was a not infrequent occurrence. 

Some points are very important in the 
handling of toxic cases. Hospitalization is 
preferable. As far as possible, _ patients 
should be isolated from noise, excessive 
company and anything that will interfere 
with quietude and pleasant surroundings. 
They should be kept in bed, but unless 
there is some contraindication, such as car- 
diac decompensation, they should be al- 
lowed lavatory privileges. Sedation is im- 
portant. For this purpose luminal may be 
prescribed once or twice daily. If this does 
not prove satisfactory, other forms of se- 
dation may be instituted. 

These patients should be given Lugol’s 
solution in orange or grape juice—in very 
toxic cases 30 drops three times a day. Ordi- 
narily, 15 drops three times a day is suffi- 
cient. 

If the patient has been given iodine for 
some time before being seen, it is usually 
best to leave off the iodine for a while, 
using only rest and sedation. Of course, the 
patient is again placed on iodine before sur- 
gery is undertaken. Digitalis is given in all 
cases of cardiac decompensation and where 
otherwise indicated. If auricular fibrillation 
is present, quinidine is useful. A full carbo- 
hydrate diet, with plenty of milk, is given. 

This procedure should be carried out 
from four or five days to three weeks or 
longer, depending on the response to treat- 
ment, in preparation for surgery. Usually 


in four or five days, particularly if the pa-. 


tient has not been taking iodine over a long 
period of time, he will become quiet and the 
metabolic rate and pulse rate will decrease. 


OPERATION 


Iodine should be used in preparation for 
surgery in all forms of toxic goiter. It seems 
to give best results in toxic diffuse goiters, 
either with or without exophthalmos, Ex- 
perience is the best guide as to the proper 
time to operate. 

When that time has been decided upon, 
there are two important questions: first, 
whether a one- or two-stage operation 
should be done; second, the choice of an- 
esthetic. As to the first question, experience 
is the best guide. If there is any doubt, a 
two-stage operation should be done, the 
second stage being performed at the end of 
six weeks. 

As to anesthesia, all goiter surgeons are 
not of the same opinion. Some think that 
with some form of gas anesthesia (not too 
light) laryngospasm is less apt to occur. 
The great majority of the writer’s opera- 
tions are done under local anesthesia (% 
per cent novocaine) supplemented at times 
with nitrous oxide and oxygen. Oxygen is 
nearly always given during (and in very 
toxic cases, following) operation. It takes 
some strain off the heart and makes the pa- 
tient much more comfortable. Following 
operation the patient is kept quiet with 
morphine or pantopon, and in most in- 
stances is given intravenous glucose drip, 
10 per cent, to each liter of which has been 
added 50 drops of Lugol’s solution. This is 
a most useful way of administering iodine, 
particularly in very toxic exophthalmic goi- 
ter, and undoubtedly is a strong factor in 
the prophylaxis of the dreaded crisis. It is 
continued as long as deemed necessary. 

Proper nursing is essential in the care of 
the hyperthyroid patient. It is very impor- 
tant that nurses caring for this class of pa- 
tient should have special training so that 
they will be alert and able to recognize the 
signs and symptoms of an impending crisis 
and be familiar with and able to carry out 
the nursing procedures required. 

Finally, it may be said that possibly in no 
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other field of surgery can better results be 
obtained than in that of toxic goiter, pro- 
vided early diagnosis is made, and appropri- 
ate and adequate treatment instituted before 
permanent damage has been done. 


SUMMARY 


The author points out that: 

1. Goiter, though not as prevalent in the 
Mobile, Alabama, area as in some sections, 
is nevertheless found in various forms. 

2. Its presence is frequently unrecognized 
or inadequately treated. This is followed by 
considerable economic loss, morbidity and 
even mortality. 

3. Much good work has been done, par- 
ticularly Plummer’s introduction of iodine 
as an adjunct to surgery in toxic goiter, as 
shown by decreased mortality and by in- 
creased recovery of the seriously ill. 

4. Prophylaxis is the best treatment for 
simple or adolescent goiter. 

5. Nodular goiter in patients twenty-five 
years of age or over is potentially toxic or 
malignant and, therefore, in most instances 
should be considered at least potentially 
surgical. 

6. Toxic goiter may present a frank ap- 
pearance or may be protean and insidious. 

.7. Symptoms distinguishing toxic goiter 
from neurosis with enlarged thyroid and 
tachycardia are given. 

8. Important points in treatment of toxic 
goiter, including type of operation and an- 
esthetic, and preoperative and postoperative 
care, are discussed. Early diagnosis and 
treatment are stressed. 


RESUME 
Observations sur le control du goitre 


L’auteur fait remarquer que: 

1. Le goitre, quoique pas trés frequent 
dans Mobile, Alabama comme dans d’autres 
parties, cepandant on le trouve dans diverses 
formes. 

2. Sa presence est souvent pas reconnue 
ou il est traité insuffisamment. (a est suivi 


par une considerable perte économique, 
morbilité et mortalité. 

3. Tres bon travaila été fait, particuliére- 
ment la introduction, due 4 Plummer, du 
iode comme accessoire 4 la chirurgie dans 
le goitre toxique, comme il est demontré 
par la mortalité et par un plus grand nom- 
bre de guairisons parmi les individus seri- 
eusement malades. 

4. La prophylaxie est le meilleur traite- 
ment pour le goitre simple ou d’adolescent. 

5. Le goitre nodulaire dans les malades 
de 25 ans ou plus est potentialement toxique 
ou malin et pourtant la plupart des fois 
devrait étre considéré au moins potentiale- 
ment pour la chirurgie. 

6. Le goitre toxique peut se présenter 
clairement ou peut étre proteiforme et in- 
sidieux. 

7. Les symptémes qui distinguent le goi- 
tre toxique de la neurose avec large thyroide 
et tachicardie sont décrits. 

8. Des points importants dans les traite- 
ment du goitre toxique, y compris les types 
d’opérations et d’anesthetic et le traitement 
pré et postopératif, sont ici décrits. L’im- 
portance d’un diagnostique précoce et d’un 
précoce traitement est soulignée. 


ZUSAMMENFASSUNG 
Beobachtungen an Kropfbehandlung 


Der Autor weist darauf hin dass: 

1. Obwohl Kropf, in der mobilen Ala- 
bama Region nicht so haufig ist wie in 
manchen anderen Gegenden, er trotzdem 
in verschiedenen Formen angetroffen wird. 

2. Sein Vorhandensein oft nicht erkannt 
oder unzulinglich behandelt wird. Dieser 
Umstand hat betrichtlichen é6konomischen 
Schaden, Kranklichkeit und sogar Todes- 
falle zur Folge. 

3. Viel niitzliche Arbeit getan wurde, be- 
sonders durch Plummer’s Einfiihrung von 
Jod, als Zusatz zur Chirurgie bei toxischen 
Kropf, wie durch Mortalitat und gesteigerte 
Besserung der schwer Kranken bewiesen 
wurde. 
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4. Prophylaxis die beste Behandlung fir 
einfachen und jugendlichen Kropf ist. 

5. Knotenkropf in Patienten von 25 Jahr- 
en und dariiber, méglicherweise toxisch 
oder maligen ist, und daher als chirurgisches 
Problem betrachtete werden muss. 

6. Toxischer Kropf klar, oder mannigfal- 
tig und heimtiickisch in Erscheinung treten 
kann. 

7. Es werden die Symptome, die toxisch- 
en Kropf von Neurose mit vergrosserter 
Schilddriise und Tachycardie unterscheiden, 
gegeben. 

8. Wichtige Punkte der Behandlung von 
toxischen Kropf, inklusive Arten der Oper- 
ation und Anesthesie und pre- und post- 
operative Behandlung sind besprochen. 
Friihe Diagnose und Behandlung wird her- 
vorgehoben. 


SUMARIO 
Observaciones en el tratamiento del bocio 


E} autor sefiala que: 

1. Aun cuando el bocio no es predomi- 
nante en al area de Mobile, Alabama, como 
en algunas secciones, es encontrado, sin em- 
bargo, en varias formas. 

2. Su presencia no se reconoce frecuenta- 
mente 6 es tratado inadecuadamente. A esto 
le sigue una pérdida econdémica consider- 
able, un estado mérbido y aun la mortali- 
dad. 

3. Plummer ha hecho muy bien al intro- 
ducir el yodo como un coadyuvante de la 
cirujia en el bocio téxico; ésto es demo- 
strado por la mortalidad y por la gran me- 
joria de los seriamente enfermos. 

4. La profilaxis es el mejor tratamiento 
para el bocio simple 6 para el bocio en los 
adolescentes. 

5. El bocio nodular es potencialmente 
toxico 6 maligno en los pacientes de 25 0 
mas afios de edad y por lo tanto en la 
mayoria de los casos se deberia considerar 
al menos potencialmente quirirgico. 

6. El bocio téxico puede presentarse en 


una forma franca o puede ser variable y 
engafioso. . 

7. Se dan los sintomas que distinguen al 
bocio téxico de la neurosis con engrandeci- 
miento tiroideo y taquicardia. 

8. Se discuten puntos importantes en el 
tratamiento del bocio téxico incluyendo el 
tipo de operacion y anestésico y los cuida- 
dos pre- y post-operatorios. Se le da im- 
portancia al diagnostico precoz y al trata- 
miento. 


RIASSUNTO 
Osservazioni sul controllo del gozzo 


L’A.mette in evidenza che: 

1. Il gozzo, benché non cosi prevalente 
nell’area di Mobile, Alabama come in altre 
parti, si trova tuttavia in varie forme. 

2. La sua presenza € spesso non riconos- 
ciuta o trattata inadeguatamente. Questo 
fatto é seguito da considerevole perdita eco- 
nomica, morbilita e anche mortalita. 

3. Molto buon lavozo é stato fatto, par- 
ticolarmente la introduzione che Plummer 
ha fatto dello iodio come accessorio alla 
chirurgia nel gozzo tossico, come é dimo- 
strato dalla mortalita e da un aumentato 
numero di guarigioni tra gli individui seria- 
mente ammalati. 

4. La profilassi é il miglior trattamento 
per il gozzo semplice e degli adolescenti. ; 

5. Il gozzo nodulare in malati di 25 anni 
o pit: é potenzialmente tossico 0 maligno e 
percid il pit delle volte dovrebbe essere 
considerato almeno potenzialmente per la 
chirurgia. 

6. Il gozzo tossico pud a netta- 
mente o puo essere proteiforme e insidioso. 

7. Sono descritti i sintomi che distinguono 
il gozzo tossico dalla neurosi con larga 
tiroide e tachicardia. 

8. Punti importanti nel trattamento del 
gozzo tossico, inclusi i tipi di operazione e 
di anestetico, e il trattamento pre e post- 
operativo, vengono qui discussi. Viene sot- 
tolineata l’importanza di una diagnosi pre- 
coce e di un precoce trattamento. 











Lymphosarcoma of the Ileum* 


WILLIAM J. CARSON, M.D., F.A.CS., F.LCS. 


MILWAUKEE, WISCONSIN 


REVIEW OF THE LITERATURE 


YMPHOSARCOMA has been found 
in every segment of the gastro- 
intestinal tract. Broders and Mahle,’ 

in reporting 12 cases of lymphosarcoma of 
the stomach, give its incidence in compari- 
son to carcinoma as 1 to 68. In a series of 
191 cases of sarcoma of the intestine, Craw- 
ther’ found the exact location mentioned in 
129 cases: duodenum 12; duodenum and 
jejunum 7; jejunum 32; jejunum and ileum 
8; ileum 55; cecum 8; diffused through the 
intestine 8. 

In Corner and Fairbanks” series of 175 
cases of sarcoma of the alimentary tract, the 
site was noted as follows: esophagus 14; 
stomach 58; ileocecal region 20; colon 11; 
rectum 7. Ullman and Abeshouse,* in a 
complete review of the literature in 1932, 
collected 374 cases and reported one case 
of their own. In analyzing 126 cases not in- 
cluded in Graves’s’ article in 1919 they 
found the anatomical location as follows: 
duodenum 4; duodenum and stomach 1; 
duodenum and jejunum 1; jejunum 17; jeju- 
num and ileum 4; ileum 36; ileocecal por- 
tion 8; “small intestine” 15; “small intestine 
and stomach” 1; appendix 2; appendix and 
cecum 1; cecum 17; ascending colon 2; 
transverse colon 1; descending colon 2; sig- 
moid 4; rectum 8; rectum and sigmoid 1; 
ascending colon, cecum, ileum and jeju- 
num 1; and intestine 1. In other words, the 
small intestine was the site of the tumor in 
77 cases, the large intestine in 32 cases and 
the ileocecal region in 8 cases. 

*Read before the Wisconsin Chapter, International College of 


Surgeons, and the Milwaukee Society of Clinical Surgery, 
March 26, 1940. 
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Cameron’ collected 196 cases of malig- 
nant tumors of the jejunum-ileum reported 
from 1930 to 1937 and added 4 cases of his 
own. These were located in the following 
sites: jejunum 104; ileum 89; undetermined 
7. In the same 200 cases the histologic diag- 
nosis was sarcoma in 78; leiomyosarcoma 9; 
fibrosarcoma 10; lymphosarcoma 43; Hodg- 
kin’s disease 4; endothelium 4; unclassified 
10. Dixon’ in 1936 reported a case of lym- 
phosarcoma of the cecum. Horsley’ in 
1937 reported one case in the ileum. Jack- 
son’ and Gilman” in 1938 each reported one 
case primary in the jejunum. 

Medinger™ in 1939 reported the malig- 
nant tumors of the small intestine found in 
1,456 necropsies and 41,000 surgical speci- 
mens observed at the New England Dea- 
coness and Palmer Memorial Hospitals from 
January, 1927, to January, 1939. His data 
are: duodenum 3; jejunum 12; ileum 7. Of 
these 22 cases leiomyosarcoma was found 
at autopsy as follows: jejunum 1; ileum 2; 
surgical-ileum 3; total 6. 

Lewis” in 1939 reported one case of leio- 
myosarcoma of the ileum and one case of 
lymphosarcoma of the jejunum. Cohn, 
Landy and Richter” in 1939 reported 7 
cases: leiomyosarcoma of the ileum 2; leio- 
myoma of the ileum 2; leiomyoma of the 
jeyunum 1; lymphosarcoma of the ileum 1; 
anaplastic carcinoma of the jejunum 1. 

With the addition of the case herein re- 
ported, we have a grand total of 470 cases 
of primary sarcoma of the gastrointestinal 
tract. 

Libman” states that not a single case of 














primary sarcoma of the intestines was ob- 
served in the Berlin Pathological Institute 
from 1859 to 1875. Nothnagel” reported 
only 9 cases of sarcoma in 21,358 autopsies 
in the General Hospital of Vienna from 
1882 to 1893. Smoler® found 13 cases of 
primary sarcoma of the small intestine in 
13,036 autopsies performed between 1883 
and 1898 at the Prague Pathological Insti- 
tute. Warthin” reported 2 cases of lympho- 
sarcoma of the small intestine in an analysis 
of 2,000 malignant tumors in young people 
between one and thirty years of age, ex- 
amined in the Pathological Laboratory of 
the University of Michigan. 

The largest series of cases of lympho- 
sarcoma of the intestines collected in one 
clinic in this country is reported by Rankin 
and Chumley” from the Mayo Clinic and 
comprises 18 cases of the large bowel. Nick- 
erson and Williams” in 1937 reported 10 
cases of primary neoplasm of the small in- 
testine: carcinoma 8; sarcoma 2. No case of 
lymphosarcoma was discovered in 11,206 
autopsies performed at the Boston City 
Hospital between 1896 and 1935. 


SYMPTOMATOLOGY 


Lymphosarcoma is rarely diagnosed prior 
to operation and is most frequently recog- 
nized on the autopsy table. No triad of 
symptoms constantly occurred in the re- 
ported cases. The first attack may simulate 
an acute abdominal infection and is usually 
diagnosed as acute appendicitis or as general 
constitutional symptoms of anemia, cach- 
exia, weakness. The pain is colicky with 
little tendency to localize. 

Rankin” states, “The bowel is frequently 
dilated proximal to the tumor because of 
paralysis of the musculature from the direct 
invasion of the malignancy. The fact that 
there is a dilatation of the bowel about the 
growth, rather than a stenosis, produces an 
intermittent obstruction which probably 
accounts for a more constant chain of 
symptoms than any other single factor.” 
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Blood may be found in the stool, and mas- 
sive bowel hemorrhage has occurred in leio- 
myosarcoma. Intussusception has been ob- 
served in a number of cases. In Lewis’ case 
of lymphosarcoma of the jejunum perfora- 
tion occurred, and he collected six other 
cases from the literature with perforation. 
Obstruction is found in 80—go per cent of 
carcinoma cases and in 50—6o per cent of 
sarcomas. The age varies from 1 to 70 
years, the average being 4o years. The ratio 
of males to females is 5 to 2. 


PATHOLOGY 


Lymphosarcoma of the intestines has 
been described under various names. It is 
most frequently reported as “sarcoma” of 
either the small or the large round-cell type. 
It has also been reported as lymphocytoma, 
lymphoblastoma, intestinal Hodgkin’s dis- 
ease, chronic inflammatory tumor, lym- 
phoid granulomatosis pseudoleukemia. 
These names are used interchangeably. 


Ewing” defines lymphosarcoma as “‘a true 
malignant neoplasm arising in lymphatic 
tissue from proliferation of atypical lym- 
phocytes. [It] occurs as (1) a localized or 
(2) a diffuse process. The former is more 
malignant than the latter, but its rapid course, 
as well as the occurrence of intermediate 
types of cases, indicates that there is no oth- 
er important distinction between them. It 
is distinguished from other types of lym- 
phoma by its local destructive capacity and 
by the formation of true metastases in dis- 
tant regions.” 

Gross pathology.—Lymphosarcoma of 
the intestine appears as an annular or poly- 
poid growth. The two types may be found 
in the same case. The annular type is most 
frequently described in the literature and is 
found as a single growth. The polypoid 
type is frequently multiple, appearing as 
localized outgrowths projecting from the 
intestinal wall into the lumen. 

Microscopic pathology.—The structure 
of lymphosarcoma is rather specific—a dif- 














74 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


fuse growth of lymphoid cells lying i in re- 
ticular tissue. The cells vary in size from 
small to medium or large with the nuclei 
compact or vesicular, hyperchromatic. No 
giant cells are found, multinuclear cells may 
be found. In the origin of lymphosarcoma 
two specific cells participate: (1) the retic- 
ulum cell of the germ centers of follicles 
and pulp cords; (2) the lymphocyte. The 
resulting conditions may be designated as: 
(1) reticular cell sarcoma or large round- 
cell lymphosarcoma; (2) malignant lym- 
phocytoma. 


CASE REPORT 


A white male, age 58, was first seen on April 3, 
1934. He had been complaining of poor appetite for 
three weeks, of coughing, profuse sweating, chills in- 
termittently for two weeks, pain in the left costoverte- 
bral angle radiating to the left thigh. He had lost 14 
pounds in three years. 

Past history—He had suffered from constipation 
for three years. All teeth had been extracted in 1924 
owing to infection. He had worked every day for 
forty years as a machinist and watchman. 

Physical examination.—Blood pressure was 128/80. 
There was marked emaciation. The mouth showed 
dark red mucous membrane with patches of light red 
color covered by fibrinous exudate; numerous small 
abscesses were seen. Severe pain resulted from light 
pressure in the left costovertebral angle and over the 
left ureter, with pain on deep pressure in the right 
costovertebral angle. Urine: Albumin, a trace; micro- 
scopic, pus cells, bacteria, a few red blood cells. Pro- 
static smear : 100-200 pus cells per high-powered field. 
Diagnosis: oral sepsis, chronic bronchitis, prostatitis, 
pyelonephritis, hemorrhoids. 

The patient was admitted to St. Luke’s Hospital on 
April 4, 1934. A cystoscopic examination was made 
April 5, 1934. Meatotomy: A no. 24 French cystoscope 
was passed with ease without anesthesia. Vesical ori- 
fice was concave; bladder showed moderate trabecula- 
tion with edema ’ surrounding the left ureteral orifice. 
A no. 6 French X-ray catheter was passed up each 
ureter to the kidney pelvis with ease and cloudy urine 
obtained in drops from each side. Specimens were sent 
to the laboratory for cultures. Intravenous indigo 
carmine: Appearance time, right 244 minutes; left 3 
minutes. Concentration time, right 314 minutes; left 
3 minutes. A roentgenogram was taken, after which 
8 cc. of sodium iodide 12% per cent solution was in- 
jected into each kidney pelvis, catheters removed and 
pyelogram taken. 


LABORATORY REPORT 


Urine—April 5, 1934. Albumin: trace; moderate 
number of whbc. and few rbc. Culture from each 
kidney showed staphylococci on 24-hour incubation. 

Inoculation of guinea pigs with urine from each 
kidney showed no evidence of tuberculosis after 6- 
week incubation period. 

Prostatic smear—From 50 to 100 pus cells per 
high-power field. 





Sputum.—Negative for tubercle bacilli. 


Blood.—Average count. Hemoglobin 72 per cent, 
color index 9; rbc. 4,500,000; wbc. 9,900; erythro- 
cytes, color normal; small lymphocytes 23 per cent; 
large lymphocytes 3 per cent; polynuclear neutrophils 
72 per cent; eosinophils 2 per cent; basophils 1 per 
cent; Wassermann negative; Kahn test negative. 

Roentgenograms.—Retrograde pyelogram April 5 
showed no abnormalities. Intravenous pyelogram May 
2 showed moderate amount of skiodan in each kidney 
pelvis in one hour. 

Chest—April 19. One large calcified body about 1 
cm. in diameter was found in the left upper lung 
(old Ghons focus) with small calcified gland in the 
upper left hilus. 


TREATMENT 


Urotropin 60 grains per day was given every second 
day for ten days; fluids 3,000 cc. per day; glucose 
1,000 cc. of 5 per cent solution, intravenous. April 23, 
24, 25, May 1. Output 1,200-1,400 cc. per day. 

Blood transfusions, 500 cc., were given with the use 
of a Vincent tube, May 3, 15, 17, 26, June 1. Cysto- 
scopic examination was repeated May 1, to obtain 
more urine for guinea pig inoculation. 

The temperature varied from 98 to 103 F. until 
June 6, 1934. The pulse varied from 80 to 140, the 
average being 110; respiration from 20 to 30. All 
symptoms continued, rapid emaciation, febrile course. 


AUTOPSY REPORT 


Autopsy was performed by Dr. E. L. Tharenger, 
June 6, 1934. 

Heart——The heart was small with a few minute 
subepicardial petechia. The pericardial fat was edema- 
tous. On section the myocardium showed a pale 
brownish color. The endocardium was stained yellow- 
ish throughout. On one of the chordae tendinae of the 
mitral valve there was a recent vegetation 4 mm, in 
diameter. 

Duodenum.—The peritoneal surface was smooth and 
glistening throughout. On section the mucosa showed 
one nodule 4 mm. in diameter of a grayish white color. 

Ileum.—The serous surface was smooth and glisten- 
ing throughout. In the distal portion of the proximal 
third one area showed a thickened wall, with the peri- 
toneal surface white. On section the tumor mass meas- 
ured 3 by 1 cm. with ulceration of the mucosa. The 
- ieiiea lymph nodes in this area were enlarged and 
soit. 

Cecum.—The peritoneal surface was smooth and 
glistening with three nodules 4 mm, in diameter on 
the anterior surface; on section these became grayish 
white in appearance. The mucosa showed no note- 
worthy changes. 

Histologic examination of ileam.—Figure 1 shows a 
diffuse infiltration of lymphoid cells with a poorly 
stained reticular tissue. The cells varied in size, with 
a large number of nuclei compact or vesiculated; a 
moderate number showed hyperchromatic nuclei. 

Prostate-—(See Fig. 2.) The glandular acini showed 
the living epithelial cells well stained through afd in- 
tact with their basement membrane. A large number 
of the lumen contained polymorphonuclear leukocytes. 
Between the glandular acini were, found clumps of 
cells of the same appearance as those in the ileum. 

Anatomical diagnosis.—(1) Oral sepsis. (2) En- 
docarditis. (3) Septicemia. (4) Pyelonephritis. (5) 
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Fig. 1. Photomicrograph of ileum showing diffuse 
infiltration of lymphoid cells with compact or vesicu- 
lated nuclei. 


Ureteritis. (6) Cystitis. (7) Prostatitis. (8) Me- 
diastinitis, lobular pneumonia. (9) Acute hemorrhagic 
infarct of spleen. (10) Calcified lymph node, left 
hilus. Ghon’s node in apex of lower lobe. (11) Lym- 
phosarcoma of the ileum with metastases to the pros- 
tate. 

The histologic diagnosis was confirmed by Dr. Hugh 
R. Spencer, University of Maryland, and Dr. Herman 
Heise, Milwaukee. 


TREATMENT 


If the diagnosis is established before lym- 
phatic extension occurs, radical resection of 
the involved gut and its mesentery offers 
the only chance of cure. When the tumor 
has extended so far that resection of the in- 
testine is incompatible with life, a sidetrack- 
ing operation is indicated. Radiation should 
be employed in every case, in the advanced 
case to prolong life and in the operative case 
to prevent recurrences. 

As the bowel is frequently dilated proxi- 
mal to the tumor, a more thorough study 
of the ileum during roentgenologic exami- 
nation of the intestinal tract may prove to 
be life saving. 

The prognosis is poor. Immediate opera- 
tive mortality is 30 per cent. Five-year cure 
mortality is 10 per cent. Three cases have 


Fig. 2. Photomicrograph of prostate showing same 
type of tumor cells between the glandular acini. 


survived operation 8 years, two 13 years 
and one 20 years. 


SUMMARY 


Lymphosarcoma occurs in all parts of the 
gastrointestinal tract. The great majority of 
the 469 cases reported in the literature have 
been found at necropsy. Of these 20 per 
cent were primary in the ileum. 

Routine examination of tne small intes- 
tine during roentgenologic observation of 
the gastrointestinal tract offers the only 
hope of early diagnosis and radical resec- 
tion. 
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RESUME 
Lymphosarcome de Pileum 


Le lymphosarcome se presente dans tous 
les parties de l'apparat digestif. La majorite 
des 469 cas reportés dans la litérature a été 
trouvée a l’autopsie. Parmi ceux-ci 20% 
étaient primaires dans ileum. Un examen 
régulier de l’intestin gréle pendant observa- 
tions radiologiques du canal digestif offre le 
seule éspoir d’un diagnostique précoce et 
d’une resection radicale. 


ZUSAMMENFASSUNG 
Lymphosarcoma des Ileum 


Lymphosarcoma kommt in allen Teilen 
des Magendarmtraktes vor. Der Grossteil 
der 469 Fille die in der Literatur berichtet 
wurden, wurden bei der Autopsie gefunden. 
20% von diesen waren primar im [leum. 


Routine Untersuchung des Diinndarm 
wahrend R6ntgenologischer Beobachtung 
des Magendarmtraktes, bietet die einzige 
Hoffnung auf eine friihe Diagnose und 
radikale Resektion. 


SUMARIO 
Linfosarcoma del?ileo 


EI linfosarcoma se presenta en todas las 
partes del trayecto gastrointestinal. La may- 
oria de los 469 casos reportados en la litera- 
tura se han encontrado en la necropsia. De 
estos, el 20% tuvieron origen en el ileum. 

FE] examen rutinario del intestino delgado 
durante la observacion radiolégica del tray- 
ecto gastrointestinal ofrece la tnica esper- 
anza de un diagndstico precoz y de una re- 
seccion radical. 


RIASSUNTO 
Linfosarcoma delPileo 


Il linfosarcoma si presenta in tutte le 
parti dell’apparato digerente. La grande 
maggioranza dei 469 casi riportati nella let- 
teratura é stata trovata all’autopsia. Di ques- 
ti 20% erano primari nell’ileo. Esame rego- 
lare dell’intestino tenue durante osservazioni 
radiologiche del canale digerente offre la 
sola speranza di una diagnosi precoce e di 
una resezione radicale. 


MEMBERSHIP CARDS FOR REGISTRATION AT 
INTERNATIONAL ASSEMBLY 


Members, Associate Members and Fellows will please 
obtain their membership cards from Mr. Ralph Osborne, Bus- 
iness Secretary, 2543 Parkwood Avenue, Toledo, Ohio. These 
cards will be honored at the International Assembly in 


Mexico City. 
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Clinical Consideration and Analysis of 





69 Cases of Ectopic Pregnancy” 


I. TRACTENBERG, A.B., M.D., F.LCS. 


BROOKLYN, NEW YORK 


HE impregnated ovum may be- 

come arrested in any part of the 

tube. The section mn which it most 
frequently finds lodgment is the ampulla of 
the tube, the most expanded part of the 
duct and the richest in blood vessels. The 
cause is most frequently found in the vari- 
ous forms of chronic salpingitis. Due to the 
associated loss of epithelium and other 
changes in the tubal wall, causing adhesions 
of the folds of the tube, the two active 
forces which propel the ovum through the 
tube—ciliary movements and peristalsis—are 
weakened and destroyed, while unimpeded 
ingress is afforded to the spermatozoa. 

Again, the passage of the ovum may be 
interfered with by the secondary results of 
inflammation. These are congenital malfor- 
mation, such as a diverticulum, or some lo- 
cal disturbance, such as dilatation or con- 
striction or flexion of the tube due to ad- 
hesions, or the results of associated peri- 
toneal inflammation or inflammation from 
adjoining organs or tumors; in fact, any- 
thing which interferes with the process 
after fertilization and trophoblastic forma- 
tion, when the ovum has the power of im- 
planting itself. 

Because of its frequent connection with 
inflammatory processes, the occurrence of 
tubal pregnancy is often preceded by a long 
period of sterility (one-child sterility). 
When due to constriction, the closure of 
the tube may be only partial, permitting the 
spermatozoa to reach the ovum, while the 
latter, due to increase in size attendant upon 


fertilization, finds its progress arrested. 
*From the Department of Gynecology, Unity Hospital, Brooklyn, 


The normal mechanism by which the 
ovum is conveyed into the uterus is no 
doubt due to peristalsis of the tube and the 
current which is produced by the ciliated 
epithelium. 

Tubal pregnancy is associated with the 
formation of a uterine decidua, the func- 
tion of which appears to be a protective 
mechanism against the chorionic villi at the 
site of implantation. The uterine decidua 
of a tubal pregnancy differs from that of a 
uterine pregnancy only in that the distinc- 
tion into three layers is less marked. No 
structure other than the uterus with a dense 
decidua can fulfill such demands and must 
give way to the cytolytic process of pla- 
cental implantation. The complete decidua 
with the tubal sac enclosing the ovum is ex- 
ceptional during the early stages of growth. 
It follows that decidual formation never oc- 
curs to any marked degree in the tube. 

Decidual formation forms one of the 
strongest barriers to invasive action of the 
trophoblast covering the chorionic villi. The 
latter is allowed free play and burrows 
deeply into the tubal wall, destroying the 
wall of the tube and perforating the serous 
coat. Such perforations constitute abdomi- 
nal catastrophe, and the patient dies with 
symptoms of internal hemorrhage. 

The development of the chorion is like 
that of the uterine gestation. The lumen of 
the tube, at both the proximal and distal ex- 
tremities, normally remains patent. In the 
early months the development of the ovum 
leads to a spindle-shaped dilatation of the 
tube, which is associated with hypertrophy 
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of the muscular wall, due to the increase in 
length and_ thickness of the individual 
fibers. If one examines the tube of an early 
tubal pregnancy, he will see a punched-out 
area at the site of the pregnancy. In the 
same area a thickening at one point may be 
accompanied by an excessive degree of 
tenuity at another. The ultimate fate of a 
tubal pregnancy is in large measure de- 
pendent upon these anatomical differences. 

The number of specimens of early rup- 
ture of the tube which we have examined 
failed to show that the rupture was delayed 
later than the tenth or twelfth week. 

In one of our cases where pregnancy 
reached an advanced stage, development of 
the tube took place principally between the 
folds of the broad ligaments. When the tube 
ruptures, the ovum is extruded between the 
folds of the broad ligaments, where it con- 
tinues to grow. The support furnished to 
the tubal sac by the gradual unfolding of 
the layers of the ligament hinders rupture. 

Interstitial pregnancy, as applied to a case 
in which the ovum develops in the uterine 
portion of the tube, occurred in two of our 
patients. This type is not discovered early 
and probably develops into an abdominal 
pregnancy. 

We were fortunate in operating on two 
cases of interstitial pregnancy before rup- 
ture and carefully studied the specimens re- 
moved. We found that the ovum embeds 
itself in the uterine muscle because the wall 
of the tube is very thin in the interstitial 
portion. The muscular wall hypertrophies 
and forms a sac around the ovum which 
projects from the upper angle of the uterus. 
Since ordinarily the ovum does not keep 
pace with the growth of the muscular tis- 
sue, rupture occurs at a later period and the 
symptoms of pain and threatened rupture 
occur much later. The physical signs, in the 
early stages, are almost absent, with the ex- 
ception of a small mass in the cornu of the 
uterus. Interstitial pregnancy is uniformly 
fatal by primary interperitoneal rupture 


with massive hemorrhage due to larger ves- 
sels in the uterus than in the tube. 

The so-called abdominal pregnancies are 
unquestionably of tubal origin. In reality, 
they are for the most part extraperitoneal 
and result from a rupture of the tubal wall. 
The fetus then dies and becomes shriveled 
up, converted into a mummified mass in 
which lime salts are deposited. This is 
known as a condition of lithopedion. A 
lithopedion may remain embedded for 
years without injury to the mother. The 
presence of lithopedion does not prevent 
other pregnancies from taking place. In one 
of the author’s cases a lithopedion had exist- 
ed abdominally for over ten years without 
injury to the patient. 


SYMPTOMATOLOGY 


The earlier symptoms of extra-uterine 
pregnancy do not materially differ from 
those of the intra-uterine form. Menstrua- 
tion usually ceases, though not with the 
same regularity as in normal pregnancies. 
The recurrence of the monthly flow for 
one or two periods is not an uncommon in- 
cident. In some cases a nearly continuous 
dark, bloody discharge of moderate extent 
has been observed. Up to a certain point, 
the hypertrophic changes of the uterus 
take place in the usual manner. The mucous 
membrane is converted into a decidua and a 
mucous plug fills the cervix. In some cases 
of tubal pregnancy there has been no in- 
crease in the size of the uterus. 

Decidual cast from an abnormal reaction 
in the uterus to tubal pregnancy may re- 
semble very closely the fetal sac; unless veri- 
fied by the presence of the embryo floating 
in the fluid or by subsequent microscopic 
examination, the diagnosis of uterine preg- 
nancy is not justified. 

Characteristic symptoms of extra-uterine 
pregnancy do not occur until the ovum has 
reached a certain degree of growth, and in 
some cases not until after the rupture has 
taken place. 
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Cases presenting typical symptoms con- 
stitute but a small percentage of all tubal 
pregnancies. The other cases very often 
present atypical or minor symptoms, so as to 
be overlooked. 


AUTHOR’S CASES 


Below is presented a series of 69 cases of 
ectopic pregnancy, with an analysis of 
symptoms. Special care has been taken to 
obtain a correct history in an effort to de- 
termine what factors may predispose to an 
ectopic pregnancy. 

We firmly believe that a correct clinical 
history is one of the most important factors 
in the diagnosis of ectopic gestation. We 
also believe that if a careful history has 
been taken, many cases can be diagnosed 
with great certainty without further exam- 
ination. The age of the patients in our 
series varied from twenty to forty-three; 
42 were between the ages of twenty and 
thirty. Twenty-five were primipara and the 


rest multipara. Twenty-two gave histories 
of being curetted from one to three times. 
Twenty-nine had laparotomies for various 
surgical conditions, as follows: 


Appendectomy 16 cases 
Salpingo-oopherectomy 

Salpingectomy . . 4 
Suspension (Baldy-Webster) . 5 


Cesarean section (classical)... 1 


Only two patients had recurrent ectopic 
pregnancies. Three cases had histories of 
postpartum sepsis several years back. Six 
other cases presented histories of dilatation 
and curettement. 

After careful study of the histories of the 
patients with a more or less prolonged 
period of sterility, we were convinced that 
some degree of salpingitis existed. 

Forty patients gave a history of amen- 
orrhea of six weeks’ to two months’ dura- 
tion, followed by a dark, bloody discharge. 
Twenty patients had a history of ir- 


regular menstruation. By irregular men- 
struation is meant that the menstrual period 
began at the normal time and continued as 
a normal period, but instead of stopping, 
continued as a dark, bloody discharge, 
containing shreds and lasting for an indefi- 
nite period, from a few days to several 
weeks. 

Fourteen cases presented a history of no 
amenorrhea or irregularity in menstruation 
except for one day of spotting a week after 
the normal period. 

Pain, which was a constant symptom in 
all cases, was acute, sharp and paroxysmal. 
The patients described the pain as sharp, 
knife-like, cramp-like and pressure- -like. Ab- 
dominal tenderness was present in all cases 
over the lower quadrant. In one-third of 
the cases we found that tenderness was not 
always confined to the side of the tube in- 
volved. 

Lower abdominal distension was quite 
marked in 35 per cent of the cases where 
there was blood in the pelvis. Bimanual ex- 
amination revealed, in most instances, a 
tender mass. 

‘A tender, sensitive cervix was found in 
all of our cases. Patients cried out in pain 
when the examining finger came in contact 
with the cervix. Slight elevation of the cer- 
vix also caused great pain. 

Twenty patients gave a history of shoul- 
der pain. Pain in the shoulders or between 
the scapulae is due, presumably, to irrita- 
tion of the phrenic nerve terminals supply- 
ing the diaphragm by extravasated blood 
in the peritoneal cavity. 

Sixteen patients gave a history of fainting 
and dizziness. All these cases had intra- 
abdominal bleeding. 

The uterus was enlarged moderately in 
about 60 per cent of the cases. Tempera- 
tures in our series varied from 99 to 102 F. 
Temperature over 100 F. we usually in- 
terpreted as due to a peritoneal irritation, 
absorption of blood or a blood clot result- 
ing from rupture. 
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Two patients had had previous ectopic 
pregnancies, one four years previously and 
the other two years previously; they had 
had no normal pregnancies. 

In this series of ectopic pregnancies, 37 
were on the right side and 32 on the left 
side. The location of the pregnancies in the 
tube was as follows: in the distal third, 46; 
in the middle third, 21; in the interstitial 
portion, 2. Six in which rupture occurred 
were followed by severe intra-abdominal 
hemorrhage. Two very early pregnancies in 
the ampulla of the tube were discovered be- 
fore rupture, while operating for other 
conditions. 

In 24 of the patients old inflammatory 
adhesions were found, indicating a previous 
pelvic inflammation. Six cases were associ- 
ated with marked retroversion of the uterus. 
In 39 patients the tube was not ruptured, 
but in thirty there were hemorrhages from 
the distal end of the tube, in amounts vary- 
ing from moderate to considerable hem- 
orrhage. In 7 cases there were organized 
blood clots in the pelvis, to the side of the 
tube and behind the uterus, which was en- 
capsulated. These clots were walled off ‘by 
adhesions of the surrounding viscera, which 
indicated hemorrhage of long duration, and 
there was no free bleeding in the peritoneal 
cavity. 

The diagnosis is usually not difficult, if 
one is ectopic-minded, when examining a 
woman in the child-bearing period who has 
had abnormal uterine bleeding following a 
missed period. In most instances the: history 
of the case, with the findings on pelvic ex- 
amination, makes the diagnosis fairly cer- 
tain. Here, as in the diagnosis of other pel- 
vic conditions, the history is of great im- 
portance; in many instances at least a tenta- 
tive diagnosis can be made on the basis of 
the case history alone, which in the major- 
ity of cases will prove correct. 

In many cases in which the course devi- 
ates from the usual symptoms, the diagnosis 
may be extremely difficult or impossible un- 


til after the operation. Another condition 
which sometimes renders the diagnosis dif- 
ficult is the differentiation between old in- 
flammatory processes of the tubes and 
ovaries, and ectopic pregnancy. Although 
here the sedimentation test, the leukocyte 
count and the A-Z or Friedman tests are 
helpful, they are not always dependable. 
We have followed for some time a rule 
which we think is of practical importance. 
In the presence of a palpable lesion of the 
tube or ovary, with clinical symptoms of a 
possible ectopic pregnancy, when in doubt, 
always operate. This decision has saved us 
days of anxiety and perhaps the patient’s 
life. Almost invariably the diagnosis of 
ectopic gestation constitutes a definite in- 
dication for immediate surgical interven- 
tion. 

There were no fatalities in this series, al- 
though six patients had serious hemorrhages 
in which it was necessary to resort to trans- 
fusion and other treatments for shock. 

Surgical results, particularly in extreme 
cases, will, of course, bear a definite rela- 
tion to surgical ability. Results will be meas- 
ured by the length of time of operation, the 
surgical trauma and the attempt to do other 
surgery. As a rule, we did not attempt to 
do anything more than remove the affected 
tube, but always examined the other tube 
to exclude a possibility of a double ectopic. 

We did not practice needling of the pos- 
terior cul-de-sac except in one instance. 

The laboratory findings in 40 cases were 
as follows: in 75 per cent the white count 
was 10,000-11,000. The count in 6 was be- 
tween 20,000-30,000. These high counts 
were found in all cases with massive inter- 
peritoneal hemorrhage. The sedimentation 
time was determined in 22 patients. In 20 it 
was normal—18 mm. in 50 minutes. In 2 it 
was rapid. In those cases we found opposite 
adnexa was subacutely inflamed during the 
time of operation. 

The Friedman test, which was exclusive- 
ly employed in 20 cases, was positive in 15 
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patients and negative in 5. One should re- 
member that occasionally a persistent cor- 
pus luteum or corpus luteum cyst may give 
a positive A-Z test in the absence of a preg- 
nancy. 

One of our patients presented a typical 
history of ectopic pregnancy—tender mass 
in the left fornix, sensitive cervix, a count 
of 13,000, a temperature of 1o1.2 F. and 
continuous spotting of brownish, dark dis- 
charge for a period of two weeks after 
missing one period. Upon operation we 
found torsion of a hydatid cyst of Mor- 
gagni. (See Tractenberg: Am. J. Obst. & 
Gynec. 31: 162, 1936.) 


SUMMARY 


A series of 69 extra-uterine pregnancies is 
presented. Previous pelvic infection was 
found to be an important etiological factor. 
Pain of some type was present in all cases 
and was cramplike in character. Abnor- 
mal bleeding was also present in most of 
our series. Low abdominal distension was 
complained of in a great majority of cases. 
Sensitivity and tenderness on motion of the 
cervix is an extremely significant finding. 
Fainting and pain in the shoulder blades 
occurred in 12 per cent of our series. 

Most of these ectopic pregnancies oc- 
curred in multiparous women. Previous 
operations (abdominal) play an important 
role in the etiology of ectopic gestation. 

A complete and accurate history is most 
valuable in arriving at a correct and early 
diagnosis. Early surgery is the only method 
of treatment. No other surgery should be 
attempted in ectopic pregnancy. Transfu- 
sion either before, during or after opera- 
tion should be employed in cases of a 
serious nature. 


RESUME 


Considerations cliniques et analyse d’une 
serie de 69 cas de grossesse ectopique 


L’auteur presente une serie de cas de 
grossesse extra-utérines. I] affirme qu’une 


histoire complete et exacte est de grande 
valeur pour arriver 4 un diagnostique cor- 
rect et précoce. Precedentes operations 
abdominales autant que precedentes infec- 
tions pelviques sont des importants facteurs 
étiologiques. Douleur de gendre different 
était presente dans tous les cas et avait le 
caractere de crampe. Anormales saignées 
venaient notées dans la plupart des cas et 
basse distension abdominale était presente 
dans la plus grande partie d’ eux. Sensibilité 
et douleur dans le mouvement du cervix 
étaient reperts trés significatifs. Evanouisse- 
ment et douleur dans les épaules étaient pre- 
sents dans 12% des cas. La plupart des 
grossesses ectopiques étaient dans femmes 
multipares. 

Précoce chirurgie est la seule méthode de 
traitement et autre chirurgie ne devrait pas 
étre tentée lorsqu’on opére pour grossesse 
ectopique. Transfusions soit avant que pen- 
dant ou aprés l’operation devraient étre 
employées lorsqu’ils sont indiquées. 


ZUSAMMENFASSUNG 


Klinische Betrachtung und Analyse einer 
Serie von 69 Fallen Extrauteriner 
Schwangerschaft 


Der Autor stellt eine Serie von 69 Fallen 
extrauteriner Schwangerschaft vor. Er 
stellt fest, dass eine vollstandige und genaue 
Krankengeschichte das wertvollste Mittel 
ist, um zu einer richtigen und friihen Diag- 
nose zu kommen. Sowohl vorausgegangene 
Bauchoperationen als auch friihere Infek- 
tionen im Becken sind wichtige etiologische 
Faktoren. 

Irgendwelche Art von krampfhaften 
Schmerzen war in allen Fallen vorhanden. 
Abnormale Blutungen wurden in den meis- 
ten Fallen festgestellt, ferner war eine Bla- 
hung des Unterleibs meistens vorhanden. 
Ein ausserordentlich wichtiger Befund war 
Empfindlichkeit und Schmerzhaftigkeit bei 
Bewegung der Cervix. Ohnmachtsanfiille 
und Schmerzen in den Schulterblattern 
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wurden in 12 prozent der Falle angetroffen. 
In den meisten Fallen trat die extrauterine 
Schwangerschaft bei Multipara auf. 

Ein friiher chirurgischer Eingriff ist die 
einzige Art der Behandlung und andere 
chirurgische Eingriffe sollen nicht bei Op- 
erationen extrauteriner Schwangerschaften 
vorgenommen werden. Bluttransfusionen 
sollen vor, waihrend oder nach der Opera- 
tion, der Indikation gemass, vorgenommen 
werden. 


SUMARIO 


Estudio clinico y andlisis de una serie de 
69 casos de prenez ectépica 


Nos presenta el autor una serie de 69 
casos de prefiez extra-uterina. Nos explica 
que para llegar a una opinidn diandstica cor- 
recta y temprana es de suma valor una his- 
toria completa y correcta. Operaciones ab- 
dominales previas asi como infecciones del 
pelvis previas son consideraciones de bas- 
tante importancia etioldgica. 

Dolor de algun tipo estuvo presente en 
todos casos, y tuvo caracter de calambre. 
Se noté un sangrar abnormal en la mayoria 
de los casos, y tambien estuvo presente una 
distension abdominal baja. Un factor de 
bastante significacién fué un sentido de 
dolor cuando se movié el cérviz. Pérdida de 
conciencia y dolor en las espaldillas ocur- 
rieron en doce por ciento de la serie. La 
mayor parte de las prefieces ectépicas ocur- 
rieron en mujeres multiparas. 


Cirurgia temprana es el unico método que 
debe emplearse y otro método no se debe 
usar cuando es preciso operar en caso de 
prefiez ectdpica. Transfusion antes de, 
durante de, o después de la operacién debe 
efectuarse cuando se cree necesaria. 


RIASSUNTO 


Considerazioni cliniche e analisi di una serie 
di.69 casi di gravidanze ectopiche 


L’A. presenta una serie di 69 casi di 
gravidanze extra uterine. Egli afferma che 
una storia completa e accurata é di grande 
valore per arrivare ad una diagnosi corretta 
e sollecita. Precedenti operazioni addomi- 
nali cosi come precedenti infezioni pelviche 
sono importanti fattori etiologici. 

Dolore di diverso genere era presente in 
tutti i casi ed aveva il carattere di crampo. 
Emorragie anormali si notarono nella mag- 
gior parte dei casi e bassa distensione ad- 
dominale era presente nella grande mag- 
gioranza di essi. Sensibilita e dolore nel 
muovere il collo uterino era un reperto estre- 
mamente significativo. Svenimento e dolore 
nelle spalle erano presenti in 12% dei casi. 
La maggior parte delle gravidanze ectopiche 
erano in donne multipare. Sollecita chirurgia 
é il solo metodo di trattamento e altra 
chirurgia non dovrebbe essere tentata quan- 
do si operi per gravidanza ectopica. Trans- 
fusioni di sangue sia prima che dopo che 
durante l’operazione dovrebbero essere 
usate quando indicate. 





Editorials 





The Cultural and Educational 
Task of the College 


HEN Theodor Billroth died in 

Vienna, in 1894, the most impor- 

tant professorships in surgery 
throughout Europe were occupied by his 
pupils and former assistants. Outstanding 
among these were Czerny in Heidelberg, 
von Mikulicz in Breslau, von Hacker in 
Innsbruck, Gussenbauer and Wéo6lfler in 
Prague, Gersuny in Vienna, von Eilselberg 
in Freiburg, later in Vienna, Kocher in 
Bern and Privatdozent Narrath in Utrecht. 

What greater gift can a man of science 
make to his profession and to humanity 
than thus to plant the fruitful seed of his 
vast experience on fertile soil? 

Billroth’s personal charm and eloquence 
as a teacher made Vienna the mecca of post- 
graduate visitors, who came from all parts 
of the world to the Second Surgical Clinic 
in the Allegemeines Krankenhaus. Billroth 
was not only a master mind, but a pioneer 
in research on wound infection; and his 
basic contributions to surgical pathology, 
above all, his brilliant achievements in major 
visceral surgery, such as removal of the 
larynx, the esophagus, the stomach and en- 
terorrhaphies, make him authoritatively 
cited as the first successfully to accomplish 
the unattempted. 

Billroth was a poet and a musician, and 
his close friendship with Johannes Brahms 
gives evidence of his versatility. But more 
important than all these accomplishments was 
Billroth’s influence on teaching and cultural 


development. His grasp of the needs of his 
time and his knowledge of the university 
curricula made him an authority not only 
then but now and probably for all time. 

He propounded as axiomatic that a suc- 
cessful surgeon should have broad and basic 
knowledge of general medicine, that self- 
limiting specialization ignores the funda- 
mentals and defeats its usefulness. The 
Aesculapians and the Pythagoreans perpet- 
uated their masters in symbol and cult, but 
could not survive the Hippocratic inquiry 
and system. 

Surgery is at the pinnacle of our time, but 
scientific and scrupulous surgery demand 
constant teaching and training. The ethics 
of a science that deals with life or death 
demand unrelaxing efficiency, honesty of 
purpose and deed. More than that, the prog- 
ress of surgery requires the collaboration 
of all leading centers of clinical surgery and 
surgeons of the world. 

The admirable study made over a period 
of years by a competent committee of the 
American College of Surgeons has given 
form and life to the organization for the 
training of Residents in Surgery in special- 
ly qualified hospitals for that purpose. Such 
a period of basic training for young men in 
surgery is epoch-making for the surgeon 
of the future. It provides for comprehensive 
fundamental training and special individual 
instruction under guidance that it would 
take many years to obtain by ordinary 
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means. The American College of Surgeons 
has found the path to the solution of a vital 
problem, the training of young aspirants in 
competent and approved surgical methods. 

The International College of Surgeons, 
through its formula for the attainment of 
the highest possible qualifications in surgi- 
cal practice, collaborates with all education- 
al and qualifying organizations, colleges or 
boards to insure unmistakable evidence of 
a candidate’s skill and ethical stamina; and 
by its Guilds and other activities stimulates 
interest and proficiency. Its aim is primarily 


to provide the ablest postgraduate teaching 
for the personal instruction of holders of 
the College Credential. 

The International College of Surgeons 1s, 
therefore, a cooperating body, promoting 
scientific surgery by the development of a 
national and international union in quest of 
highest personal, ethical and competent 
achievements in surgical practice. To this 
end and purpose, it has pledged its full sup- 
port to all duly constituted bodies seeking 
the higher standards of surgical practices. 


DESIDERIO ROMAN, M.D. 
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Cancer of the Penis 


HE status of cancer of the penis as 

a pathologic entity and its surgical 

treatment are well established. Radi- 
cal removal of the entire organ and its sur- 
rounding lymphatics gives the most satisfac- 
tory results from the standpoint of post- 
operative duration of cure. 

The morbidity rate of penile cancer is 
not definitely known and varies in different 
countries. In the United States, on the basis 
of an extensive study of 43,894 cancers in 
men, Wolbarst’ estimated the morbidity as 
between 2 and 3 per cent of cancers in men. 
In the Orient it 1s considerably higher, be- 
tween 10 and 15 per cent of all cancers in 
men. He also showed that about 250 men 
die annually in this country from penile 
cancer and about 150 in England and 
Wales. 

All of this morbidity and mortality seems 
to be avoidable. Recent experimental re- 
search furnishes ample proof that constant 
long-standing irritation either predisposes to 
or actually causes the development of can- 
cer. This is no longer an hypothesis, but a 
proven fact. 

Cancer of the penis offers a fruitful field 
for the study of cancer prevention. It has 
been demonstrated beyond a shadow of 
doubt that penile cancer rarely, if ever, oc- 
curs in men who were circumcized in in- 
fancy, presumably owing to the greater 
cleanliness made possible by the removal of 
the prepuce and its secretions. It does not 
occur in Jews, who for thousands of years 
have practiced ritual circumcision on the 
eighth day of life; and it occurs but rarely 
in Mohammedans, who also practice ritual 
circumcision, though much later in life. 

The author collected reports of 2,484 
cases of penile cancer in uncircumcized 
Americans, East Indians and Javanese and 
of 33 cases in Mohammedans. One case was 


reported in a Jew, but he had not been cir- 
cumcized in infancy. The author ascribed 
the occasional occurrence of penile cancer 
in Mohammedans to the fact that they per- 
form the ritual of circumcision much later 
than the Jews, that is, between the fourth 
and ninth year. This interval of some years, 
when associated with a long and tight fore- 
skin which is not kept clean, permits the 
development of irritating and infectious 
factors within the preputial cavity which 
may constitute the foundation for later de- 
velopment of cancer. In brief, the presence 
of a chronic balano-posthitis and phimosis 
with its attendant inflammatory reaction is 
essential to the development of the cancer. 
Without these factors, there will be no can- 
cer. 

While the principle of cancer prevention 
by removal of the potential irritating factor 
is easily applicable to penile cancer, it is in- 
teresting to consider whether or not it is 
possible to apply this principle to other 
parts of the body which are liable to cancer 
formation. It has been shown by Sorsby* 
and confirmed by others that Jewish wom- 
en who observe the ancient Mosaic code en- 
joy a much lower incidence of cancer of 
the cervix than do Gentile women; and he 
ascribed this relative immunity to the in- 
sistence of the Mosaic code on sexual hy- 
giene. 

In cervical cancer it is within the realm 
of possibility that the cervix, already trau- 
matized by pregnancy or irritating secre- 
tions, or both, may have become secondar- 
ily infected by constant exposure to the 
preputial secretions of the uncircumcized. 
In the unclean, the invariable existence of 
a chronic balano-posthitis may harbor the 
unknown pathogenic factor which is re- 
sponsible for cancer development. 

Disregarding the element of heredity, 
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which is not an unimportant factor in can- 
cer, it would appear that the ultimate con- 
trol of cancer may lie in the discovery and 
elimination of such factors as may give rise, 
first, to irritation, and then to greater sus- 
ceptibility to infection. So far as penile can- 
cer is concerned, absolute prevention is al- 
ready available through circumcision in in- 
fancy, a practice which has become increas- 
ingly popular in the United States as a hy- 
gienic measure. 

By the same token, it may be assumed 
that a more widespread practice of vaginal 
hygiene, based on the elimination of irritat- 
ing factors, might result in a material de- 
crease in the incidence of cervical and uter- 
ine cancer. 

Undoubtedly, in some cases at least, can- 
cer is secondarily induced by infection of 
the irritated tissues. According to Rienhoff,’ 
“Cancer, in regard to origin and nature, is 
not an isolated, inscrutable problem, but 
one in harmony with micro-pathological 
processes in general; it has a concrete cause, 
is understandable from the viewpoint of 
natural science and is explainable in me- 
chanical terms. It is an infectious growth, 
the same as sarcoma.” 

The secret of cancer prevention, there- 
fore, may lie in the field of prophylactic 
hygiene—protection against infection by the 


cancer factor of tissues and organs made 
susceptible by the persistence of chronic 
local irritation. This idea was clearly set 
forth in The Lancet,‘ in an editorial com- 
ment on the subject of penis cancer: “Evi- 
dence is gradually accumulating that for a 
number of organs cancer is, within limits, 
a disease which can be prevented by paying 
attention to the general hygiene of each 
particular organ throughout life.” It may 
therefore be possible to prevent a substan- 
tial degree of cancer incidence if and when 
we learn to apply the principles of preven- 
tive hygiene, as exemplified in the genital 
cleanliness and the absolute rarity of penis 
cancer in the circumcized. There can be 
no doubt that all tissues and organs of the 
body react unfavorably to constant local 
irritation, in some cases to the extent of 
developing cancer. The idea is simple 
enough: Prevent the spread of cancer by 
eliminating the conditions (irritation and 
infection) which favor its development— 
“a consummation devoutly to be wished,” 
and perhaps not as difficult as it sounds. 

A. L. WOLBARST, M.D. 
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The President's Page—United States Chapter 


FELLOW MEMBERS: 


Following the constructive policies of my distin- 
guished predecessor in office, and heartily endorsing 
his sound leadership and pathfinding devotion to the 
best interests of the Chapter and of the College in his 
twenty-seven months’ tenure, I address my first letter 
to you as President, appreciative of the honor be- 
stowed upon me, but equally aware of the responsi- 
bilities of direction and initiative entrusted to me. 

I am fortunate, however, in the assurance you have 
given me of your confidence and full-hearted coopera- 
tion in carrying on the good work of the founders and 
leaders of the College, whose judgment and influence 
have proved so far-reaching that today, even in the 
midst of world tragedy, the College is bringing to- 
gether those abundant resources which united efforts 
in the interest of science and humanity alone can 
achieve. 

My experiences as President-Elect since February 
14, 1940, have enabled me to evaluate the transcending 
importance of the educational program of the College. 
Here I may mention my experience with the Execu- 
tive Council, the promotion of Guild activities and 
organization of new ones, the appointment and func- 
tioning of Boards of Examiners, engaged in diligent 
and fair investigation, with the goal of selecting ap- 
plicants endowed with the highest personal, ethical 
and scientific qualifications, that the intent and pur- 
poses of the International College may be fulfilled and 
safeguarded. 

With this as a preamble let me advise you of the 
inspiring success of the College and Chapter in the 
past three years, during which time the founders and 
organizers were threatened with collapse and failure 
of their efforts, not worth discussing here and better 
forgotten than recounted, since the underlying sinister 
motives were brought to light and vanquished. 

The Executive Council has striven with untiring 
fidelity for the expansion and welfare of the College 
and Chapter, and no personal or collective sacrifice 
has. been omitted when the concensus of the members 
deemed it necessary. 

The academic program and the teaching Guilds re- 
ceive first consideration in the expansion of all plan- 
ned activities, and unremitting zeal is shown by the 
Credential Committees and Boards of Examiners, in 
the various states throughout the nation, in pointing 
out to younger men the facilities provided by the 
College’s Credentials, giving opportunity for post- 
graduate training under the eye of the world’s lead- 
ing surgeons. 

The Credential Booklet and Guild plan are no myths 
or fables, but a practical and invaluable method of 
contact and teaching, unequaled or unexcelled by any 
other postgraduate curriculum. It is amazing to ob- 
serve the increasing popularity of the Guild meetings 
throughout the country, and much can be expected in 
this effort in the next few months. 


Of special interest to you in this respect should be 
the announcement of the appointment by the Council 
of a full-time field representative of the Chapter, to 
make known personally to the medical profession 
throughout the country the aims, program and prin- 
ciples by which the International College of Surgeons 
justifies its existence. His is not an errand of member- 
ship solicitation; but by personal contact with medical 
groups, medical societies, hospital staffs and medical 
faculties he will give correct, authoritative information 
concerning this organization and its program for the 
elevation of surgical training, through the collabora- 
tion of the leading surgeons of the world, in full ac- 
cord and concurrence, not in conflict, with existing 
educational organizations everywhere. 

His mission, ethical and canonical in dignity, rep- 
resents the governing body of the Chapter, in giving 
clear exposition of the College’s basic plan to help 
the younger surgeons and those in surgical practice 
who have need for further training in fundamentals 
or specialties of surgery. The teaching Guilds, in- 
creasing in activity and interest, afford the field rep- 
resentative a wealth of opportunity to popularize the 
prestige of the Chapter and increase its active mem- 
bership. 

The business organization, one of the many accom- 
plishments of the able preceding administration, be- 
speaks the sound financial charting and follow-up 
system which it established. In efficient fashion it 
provides complete accounting and all needed informa- 
tion. Were we to rest upon these laurels, we would 
show a balanced budget and prove that the financial 
position of the Chapter is sound. We must and will 
carry on; for the growth of our institution demands 
further efforts and manifold activities. It is the firm 
purpose of the President, guided by the wisdom of the 
Council members, to maintain a sound economic posi- 
tion at all times while in pursuit of achievement and 
expansion. 

The frequent meetings of the Council have demon- 
strated the growing problems and major complexi- 
ties of our task, and two days’ intensive sessions at 
the last two convocations seemed insufficient to cope 
with the agenda. Time, personal expense and distances, 
however, never appear to deter the members of the 
Council in their faithful devotion to the cause to which 
they have dedicated themselves. 

Our International officers report brightest progress 
in our Latin-American activities, and while the Euro- 
pean conflict is blocking our contact with representa- 
tives and colleagues in far-off lands, it is clearly our 
task to spread the influence of the College here and 
abroad, so that when the yet uncertain day of world 
peace returns, we, as a Chapter, may have aided in 
solidly founding a new era for the future of surgery 
by the union and cooperation of the world’s leading 
surgeons. 


DESIDERIO ROMAN, M.D., PRESIDENT 





NEWS ITEMS 


Dr. Albee Honored 


A banquet was held in honor of Dr. Fred H. Albee, 
on December 10, 1940, at the Hotel Carlton in Wash- 
ington, D. C. The occasion was the awarding of the 
Kappa Sigma plaque to him as the “Man of the Year” 
for 1940. The award was made by Senator Warren 
Austin of Vermont, who received the plaque last year. 
Lowell Thomas received the award the year before 
and Cyrus Smith of the United Air Lines the first 
year, The awarding of this distinction is a novel form 
of appreciation of merit and accomplishment. There 
are 4,100 members in the society. 

Dr. Albee’s scientific accomplishments, his contri- 
butions to contemporary surgical literature, his lavish 
succor to the welfare of the underprivileged and his 
multitudinous civic activities won for him this well- 
merited distinction. The officers and members of the 
International College of Surgeons extend to its Presi- 
dent congratulations on this signal honor. 


Dr. Custis Lee Hall, F.I.C.S., of Washington, D. C., 
received a silver tray and candelabra from the Ki- 
wanis Club December 15 in recognition of his sixteen 
years’ service in treating crippled children in the Ki- 
wanis clinic. The occasion was the club’s annual Christ- 
mas party held at the Roosevelt High School. Dr. 
Hall has retired from active practice in the clinic but 
will continue in an advisory capacity. 


Dr. Torald Sollman, Dean of the School of Medi- 
cine of Western Reserve University, and Dr. J. M. T. 
Finney, Professor Emeritus of Surgery of the Johns 
Hopkins University, received the degree of merit of 
Nu Sigma Nu at a dinner given on November 23, 
which closed the annual convention of the fraternity 
in Detroit. 


Dr. Alfred Blalock, Professor of Surgery, Vander- 
bilt University School of Medicine and Visiting Sur- 
geon at Vanderbilt Hospital, Nashville, Tennessee, 
has been appointed to a similar position at Johns Hop- 
kins University School of Medicine and is also to be 
Surgeon-in-Chief to the Johns Hopkins Hospital, Bal- 
timore. The professorship has been vacant since the 
retirement of Dr. Dean Lewis in the spring of 1939. 


Dr. Carl C. Speidel, Professor of Anatomy at the 
University of Virginia, delivered the fourth Harvey 
Society Lecture of the current series at the New York 
Academy of Medicine on January 16. He spoke on 
the “Adjustment of Nerve Endings.” 


Dr. David A. Tucker, Professor of the History of 
Medicine at the University of Cincinnati, gave the 
annual Alpha Omega Alpha initiation address on De- 
cember 13 at Ohio State University. The lecture was 
entitled “The Physician in Historical Retrospect.” 


Dr. John F. Fulton, Sterling Professor of Physi- 
ology at Yale University, has presented to the Yale 
Medical Library a collection of books and government 
documents bearing on military medicine published in 
England since the beginning of the war. There are 
some fifty items in all, plus a collection of Medical 
Research Council reports on various phases of in- 
dustrial medicine. In this latter series there are some 
seventy titles. These collections are now available to 
readers in the new reading room of the General Medi- 
cal Library of the Sterling Hall of Medicine. 


Dr. André Crotti is vacationing in Florida. 





NEWS ITEMS 


Colonel Corbusier Elected President of 
the Association of Military Surgeons 


It is with great interest that members of the Inter- 
national College of Surgeons learn of the election of 
Colonel Harold Dunbar Corbusier, F.I.C.S., to the 
presidency of the Association of Military Surgeons of 
the United States. 

Harold D. Corbusier was born in Arizona in 1873 
and received the degrees of B.S. and M.D. in 1899 
from the University of Michigan. After several years 
of army service, he settled in 1908 in Plainfield, New 
Jersey, where he specialized in bone and joint surgery. 
Besides serving as instructor in orthopedic surgery at 
the New York Postgraduate Medical School, as chief 
of orthopedic surgery and physical therapy in the 
Muhlenberg Hospital, Plainfield, and as consultant 
for various other hospitals and the Veterans’ Bureau, 
he pursued postgraduate studies in the United States 
and at Vienna, Paris, London and Liverpool. He was 
also constantly active in military affairs, joining the 
National Guard in 1909; he became a first lieutenant 
in the Medical Reserves in 1911 and a major in 1917, 
serving on the Mexican border in 1916. 

During the World War, Colonel Corbusier organ- 
ized the Orthopedic Section of the Surgeon Gener- 
al’s Office, was a leader in rehabilitation work, served 
as an instructor at officers’ training camps, and held 
positions in various hospital posts, finally as head of 
General Hospital No. 178. He is now a colonel of the 
Reserve Corps inactive. 

Since his return to Plainfield and private practice, 
he has been active in community, professional and mil- 
itary organizations. He has served as vice-president of 
the New Jersey Medical Society and of the American 
Medical Association and as president of the New York 
Physical Therapy Society. He is a member of the 
Plainfield Medical Societyf the Union County Medical 
Society, the Academy of Physical Medicine and a 
fellow of the New York Academy of Medicine and 
the Pan-American Medical College. He is a fellow of 
the International College of Surgeons. In addition 
to being the author of numerous articles, he has writ- 
ten a Handbook for Medical Officers. 


The Sixth International Congress for the Unity of 
Science will be held at the University of Chicago 
from September 2 to 6 in connection with the cele- 
bration of the fiftieth anniversary of the university. 
The program will consist mainly of discussion of cen- 
tral and frontier problems in the present state of the 
unification of scientific knowledge. Those who plan to 
attend or who wish to receive further notices of the 
congress are asked to communicate with Professor 
Charles Morris, University of Chicago. 


The Journal of the American Medical Association 
reports that the Second Pan-American Congress for 
Endocrinology will meet in Montevideo, Uruguay, from 
March 5 to 8. Papers will be read by Drs. F. C. Koch, 
Frank P. Hixon, Distinguished Service Professor of 
Biochemistry at the University of Chicago, Herbert 
M. Evans, Morris Hertzstein, Professor of Biology 
and Director of the Institute of Experimental Biology 
of the University of California, B. A. Houssay, Pro- 
fessor of Physiology in the Medical School of the 
University of Buenos Aires, and others. 


Colonel Harold D. Corbusier, M.D., F.I.C.S., Med. 
Res., U. S. Army, President of the Association of 
Military Surgeons of the United States. (Courtesy of 
the Military Surgeon.) 


The Association of Military Surgeons of the United 
States is sponsoring a program on “Medico-Military 
Preparedness” throughout the country. The idea is to 
bring to the medical, dental and nursing professions 
of the country an idea of their responsibilities to the 
government in these days of unrest, and to correlate 
civilian practice with that of the Army, the Navy and 
the Public Health Service. The cooperation of the 
various state and county societies is being cheerfully 
given this instructive program, which we hope will 
be of much benefit in promoting the “all-out” cooper- 
ation of the profession in general. 


Formation of the Venezuelan Urological Associa- 
tion at a meeting in Caracas was recently announced. 
Dr. Alfredo Borjas was elected president; Dr. L. 
Rodriguez, vice-president ; and Dr. Leopoldo E. Lopez, 
secretary. The society is planning the first Venezuelan 
Congress of Urology to be held in Caracas in May. 
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The New Jersey Gastroenterological Society at its 
annual meeting held at Newark, New Jersey, elected 
the following officers for 1941: Dr. Hyman I. Gold- 
stein, Camden, president; Dr. Harrison R. Wesson, 
Montclair, vice-president; Dr. Sydney Rosenthal, 
Newark, secretary-treasurer ; delegates to the National 
Gastroenterological Association, Dr. Sigurd W. John- 
sen, Passaic, and Dr. Hyman I. Goldstein, Camden. 

An open meeting will be held at the Academy of 
Medicine, Newark, February 3, 1941. There will be 
a symposium on “Lesions of the Stomach, Duodenum 
and Jejunum,” participated in by: Dr. William T. 
Lemmon, Jefferson Medical College; Dr. Isidore 
Ravdin, University of Pennsylvania; Dr. John H. 
Garlock, Mt. Sinai Hospital, New York City; Dr. 
Burrill B. Crohn, Mt. Sinai Hospital; Dr. Charles L. 
Brown, Temple University; Dr. Karl Kornblum, Jef- 
ferson Medical College; Dr. Eugene P. Pendergrass, 
University of Pennsylvania. 


A bust of Hippocrates has been given to the Di- 
vision of Medical History and Bibliography of the 
Medical School of the University of California by 
Dr. Pan S. Codellas and other members of the Greek 
colony of San Francisco. Formal presentation was 
made at exercises commemorating the birth of Hip- 
pocrates, over which Dean Emeritus Langley Porter 
presided. Speakers on this occasion were Drs. William 
Dock and Frederick Reichert, of the School of Medi- 
cine of Stanford University, and Drs. William J. 
Kerr, Chauncey D. Leake, John B. Saunders, Salva- 
tore P. Lucia and Pan S. Codellas, of the School of 
Medicine of the University of California. The bust has 
been placed in the Crummer Room, which houses a 
valuable collection of books and other material on the 
history of medicine. 


The University of California has received a bequest 
of $1,000,000 under the will of the late Michael J. 
Connell, Los Angeles banker and philanthropist. While 
the bequest was made some time ago, no report could 
be made to the Board of Regents because under terms 
of the will the property was not available until re- 
cently. 


Western Reserve University has received two gifts 
from Commodore Louis D. - Beaumont, formerly of 
Cleveland, now residing in Florida. The first is the 
sum of $5,000, to be used for general university main- 
tenance; the second, $8,500, is to continue the research 
on hypertension being carried on by Dr. Harry Gold- 
blatt, Professor and Associate Director of the Insti- 
tute of Pathology. 


Salvador Hospital, Santiago, Chile, dedicated on 
November 7 a new wing in honor of the late Dr. Har- 
vey Cushing. A full-length portrait of Dr. Cushing 
was unveiled by United States Ambassador Claude 
G. Bowers. The president of Chile, the minister of 
health and other officials were present. 


It is reported in Nature that Dr. G. Roussy, Rector 
of the University of Paris, formerly Professor of 
Pathological Anatomy and Dean of the Medical Fac- 
ulty, and M. Maurice Guyot, General Secretary of 
the University, have been removed by order of the 
Vichy Government. 


Nature also states that it is announced in France, 
the journal for Free Frenchmen published daily in 
Great Britain, that Professor P. Langevin, who has 
just been awarded the Copley Medal of the Royal 
Society, is now in prison. 


Albert Kocher, the son of the famous Theodore 
Kocher of Bern, has presented the Kocher Hospital 
to the city of Bern, Switzerland. 


On October 31 the fiftieth anniversary of the death 
of Johann N. v. Nussbaum, the famous German sur- 
geon, was commemorated in Munich, where he prac- 
ticed for thirty years. 


St. George Hospital in Hamburg has opened an 
addition of 70 beds for cases of open tuberculosis. 
Ordinarily in peace time there are 18,000 beds avail- 
able in the Hamburg public hospitals. At the present 
there are 20,000 available, of which 3,000 are not in 
use. 


The German government, through its representative 
in Bucharest, has placed at the disposal of the Ru- 
manian Ministry of Education a shipment of German 
medical books. 


Obituaries 


Dr. Paul Nicholas Leech, director of the division 
of drugs, foods and physical chemistry of the Ameri- 
can Medical Association, died on January 14 at the 
age of fifty-one years. 


Rear Admiral William Clarence Braisted died on 
January 17, at the age of seventy-six years, From 
1914 to 1921 he was surgeon general of the United 
States Navy and chief of the Bureau of Medicine and 
Surgery. 


Jacques Arséne d’Arsonval, Professor Emeritus of 
Experimental Physiology at the Sorbonne, Paris, died 
on December 31 at the age of 89. 


Dr. Charles William Mansell-Moullin, Examiner 
in Surgery at the Universities of Oxford, Cambridge 
and Glasgow, and author of works on ulcer of the 
stomach and on tumors, died in London, November 
10, aged 89. 
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Indiana Surgical Study Guild 


The Indiana Study Guild was organized on January 
11, 1939. The following officers were elected: Presi- 
dent, Dr. J. Rudolph Yung, Terre Haute; vice-presi- 
dent, Dr. William F. Hughes; secretary, Dr. Simon 
Reisler ; treasurer, Dr. Carl B. Sputh, all of Indian- 
apolis. 

The second meeting of the Guild was held on Octo- 
ber 25, 1939, at the Indianapolis Athletic Club. It was 
agreed that the educational activities be confined to 
clinical meetings followed by round table discussions. 
Sectional meetings would be arranged when feasible. 
The first clinical meeting was held under the chair- 
manship of Dr. J. Rudolph Yung of Terre Haute. A 
membership committee to investigate prospective mem- 
bers consisted of Dr. Goethe Link, Indianapolis, chair- 
man; Dr. William F. Hughes and Dr. John W. Em- 
hardt, both of Indianapolis. 

The first clinical meeting of the Indiana Study Guild 
was held at St. Anthony’s Hospital, Terre Haute, 
January 11, 1940, under the auspices of Drs. J. Ru- 
dolph Yung and John E. Dailey. During the morning 
they performed a number of operations on interesting 
cases. In the afternoon round table discussions were 
held, relating to the morning clinic as well as other 
subjects. Some of the topics discussed were: goiter, 
led by Dr. J. Rudolph Yung; fibroadenoma uteri, led 
by Dr. V. A. Lapenta; duodenal stenosis with atrophy, 
led by Dr. Simon Reisler. 

Examinations were conducted by an examining 
board in Indianapolis and by special examiners in out- 
lying cities. 

The Indianapolis group of the Study Guild has de- 
cided to meet once each month for the discussion of 
surgical subjects. The programs are arranged by a 
committee consisting of Dr. Thomas B. Noble, Jr., 
Dr. John W. Emhardt and Dr. Alan L. Sparks. On 
August 29 the subject of parenteral fluids was pre- 
sented by Dr. John W. Emhardt. On November 4 
war wounds were discussed. At this meeting Dr. 
Thomas B. Noble, Jr., presented a paper, and Col. 
James V. Sparks, of the American Ambulance Corps, 
just returned from France, discussed transportation 
of wounded and types of wounds in modern warfare. 


Nebraska Guild 


The Nebraska Guild will meet in Lincoln on a date 
to be announced later. The forenoon will be devoted 
to an operative clinic, the afternoon to a discussion 
and an analysis of the cases operated upon. 
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Colorado Guild 


A meeting of the Colorado Guild was held at the 
Vail Hotel in Pueblo on January 2. The Pueblo Fel- 
lows of the International College of Surgeons enter- 
tained at dinner preceding the meeting, which was 
opened at 8 p.m., and presided over by Dr. William 
T. H. Baker. 

Dr. M. O. Shivers explained that the objective of 
the meeting was primarily to organize the Colorado 
Guild meeting to be held on or about April 26. He an- 
nounced that Dr. Fred H. Albee, President of the In- 
ternational College, would attend. After some discus- 
sion it was voted to hold the meeting in Denver on 
Monday or Tuesday of the week of April 25. The 
committee of arrangements consists of Dr. George S. 
Kent, chairman, assisted by Drs. Gillen, Jaeger, Isbell 
and Sawyer. 

It was decided that the Fellows of Colorado be per- 
mitted to invite surgeons for the afternoon session 
and that the evening meeting be open to members of 
the Colorado Medical Society. It was suggested that 
Dr. Albee participate in the program in the evening. 

Dr. Shivers read a communication from Dr. James 
C. Mac Gregor of Montana, who suggested that the 
Colorado Chapter send a representative to the meet- 
ing to be held in Great Falls, Montana. This sugges- 
tion was unanimously approved. 

Memberships and fellowships were then discussed. 
The meeting was enthusiastic, resulting in much con- 
structive work. It was adjourned about 10 p.m. 


New England Guild 


Dr. George S. Foster advises that the following 
Guild activities are being arranged: 

February: A Guild meeting in New Haven, Con- 
necticut. 

April: A sectional meeting, in all probability to be 
held in Boston. 

May: A Guild meeting in northern New Hampshire, 
probably at Berlin. 

June: A Guild meeting in the state of Maine. 

Dr. Foster also writes that plans are going forward 
for Guild meetings in the near future in the follow- 
ing states: New York (at Albany, Syracuse, Roches- 
ter and Buffalo), Georgia, Florida, Missouri, Missis- 
sippi, Louisiana, Oklahoma, Texas and Kentucky. 


Southern California Guild 


Dr. Gallant of Los Angeles reports that the South- 
ern California Postgraduate Study Guild expects to 
hold a meeting in April, the date to be announced later. 











Scientific Session of the 
Montana Surgical Guild 


The Montana Surgical Guild meeting was held at 
Galen, Montana, on December 21, 1940. Dr. Terrill 
demonstrated first-stage thoracoplasty for collapse of 
a large cavity in the upper lobe of the right lung. This 
was followed by a second-stage thoracoplasty with 
complete removal of the third to seventh ribs, as well 
as the removal of the transverse processes of the ar- 
ticulating vertebrae. Two instruments of his own de- 
sign were demonstrated by Dr. Terrill. 

The removal of a foreign body in the bronchus was 
demonstrated as well as intrabronchial images at vari- 
ous levels. Of particular interest were the technic of 
anesthesia and the position of the patient used by Dr. 
Terrill. 

An operation for phrenic nerve paralysis, surface 
marking with merthiolate, was demonstrated and Dr. 
Warren Beasley, assistant to Dr. Terrill, subjected 
thirty patients to a pneumothorax treatment. 

The assembly then adjourned to Dr. Terrill’s home 
for an enjoyable social hour. Following dinner, each 
operation was discussed separately. Dr. C. N. Fred- 
rickson of Missoula opened the discussion on thoraco- 
plasty; Dr. F. D. Hurd of Great Falls on bronchos- 
copy; Dr. J. C. Shields of Butte on phrenic nerve 
paralysis; and Dr. J. H. Irwin of Great Falls on 
pneumothorax. General discussions followed, Dr. Ter- 
rill closing the discussions. 

The business session was called to order by Presi- 
dent J. H. Garberson, Miles City, Montana, A vote of 
thanks was extended to Dr. Terrill and personnel for 
untiring efforts and hospitality. A brief résumé by Dr. 
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MacGregor of the recent progress made by the Inter- 
national College of Surgeons followed. Announcement 
was made of the next International Assembly to be 
held in Mexico City in August, 1941. 

Dr. F. H. Albee, President of the International 
body, will be present at the next Montana Guild meet- 
ing, to be held April 26, 1941. 

Credential and program committees of three each 
are ta be appointed by the president. 


Philadelphia Guild 


The Guild meeting held in Philadelphia on De- 
cember 19 was also attended by members of the 
College from New Jersey and Pennsylvania, and by 
Dr. Hughes, who came from Virginia. The morning 
program was held at the new United States Naval 
Hospital in Philadelphia, where the naval surgeons 
presented a number of interesting operative cases. This 
was followed by a buffet luncheon given by the staff 
of the Naval Hospital. 

At an afternoon clinic meeting Dr. Roman operated 
for recurring hyperthyroidism and adenoma of the 
thyroid and showed a case of lingual goiter operated 
on by him some years ago. Dr. Roman’s clinic was 
followed by motion pictures and a symposium on mod- 
ern methods of anesthesia by Dr. Ruth of the Anes- 
thesia Staff of Hahnemann Hospital and Dr. Haugen 
of the Anesthesia Staff of the Presbyterian Hospital. 

In the evening, a banquet at the University Club 
afforded both a social event and an opportunity for 
discussing the activities of the day in the hospitals, 
particularly ways and means of increasing the interest 
in and advantages of future Guild meetings in Phila- 
delphia. Dr. William Bates acted as chairman for the 
program of activities. 





CORRESPONDENCE 


The following letter from Dr. J. C. Mc- 
Cracken, F.A.C.S., F.I.C.S., Dean of the Med- 
ical Department of St. John’s University, 
Shanghai, China, and Regent of the Interna- 
tional College of Surgeons for that territory, 
is an interesting document pointing to the signs 
of the times. 

Members of the Council of the United States 
Chapter sent some money for microscopes to 
St. John’s University last year. Those who can 
aid in the fine work of Dr. McCracken and his 
associates are requested to do so. 

We recall with pleasure Dr. McCracken’s 
visit to the United States last year. ( Ed.) 


December 1, 1940 
Dear Friends, ‘ 


Living in the Far East today is like watching a mov- 
ing picture. Day by day are changes which can hardly 
be foreseen. The signing of the Axis agreement by 
Japan, the embargo on Japan’s purchases in America, 
the withdrawal of British troops from Shanghai, the 
evacuation of Americans from this part of the world, 
all these are steps in the current history of Shanghai. 
What comes next we do not know. There is always 
something new on the front page of our morning 
papers and the news is always interesting. However 
when one is trying to run a medical school and a 
hospital he would prefer not to have quite such “mov- 
ing” items on the agenda. 

Our school started off in September with 117 stu- 
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dents. We had acceded to popular demand and taken 
in a large class of boys and girls, 36 in all. How far 
we are going to be able to take them, remains to be 
seen. Our senior class is now doing extra work in 
order to finish lectures by the end of this term. For 
the other three classes the outlook is dubious. Some 
of our teachers are being forced to leave, and other 
political aspects are doubtful and we may be unable 
to carry on. We shall if possible. 

I was asked recently to do something for an entire 
community and I want to quote the translation of the 
letter I recetved and the answer to it. It is the first 
time I have had to turn down a request which prom- 
ised to benefit a number of people. 


The Superintendent 
St. Luke’s Hospital No. 2 


Dear Sir, 


We beg to inform you that a notorious bandit by 
the name of Chen has been brought to your hospital 
for treatment. Chen, age 28, 5%4 feet in height, a 
heroin addict, was at one time connected with the 
guerillas. He has been a great pest to the populace 
around this part of the country, killing, kidnapping, 
and doing all sorts of evil. 

Because of the bitter hatred of the whole populace 
we laid hold of him and had his fingers and heels cut 
and badly wounded. As he is now in your hospital for 
treatment, it is our unanimous desire to ask you to 
give him some poisonous drug and end his life, once 
for all. If this can be done, it will be counted as a 
great favor and a blessing to all the people in this 
district. 


The reply was as follows: 
Dear Sirs, 


A few days ago I received your letter in which you 
referred to a patient named Chen, as being a very bad 
person. Chen did come to our hospital for treatment. 
As our beds were full, he was, however, not admitted. 

With reference to your request that we do away 
with this man, I am sorry to say that it is something 
impossible for me to do, As you know this hospital 
is a Christian institution. Our purpose has been the 
manifestation of the love of Jesus Christ; our work, 


the relief of the sick from their pain and illness. His 
life is just as precious to us as that of anybody else. 
Hoping this letter will meet with your sympathy, 


I am, yours, 


J. C. M. 


God working through many agencies has wonderful- 
ly provided funds for the maintenance of this free 
hospital for sick Chinese. Starting as a refugee hos- 
pital with a four months’ budget, we begin this month 
a fourth year. More than 14,000 patients have been 
treated as free in-patients, who have received 275,000 
days of free treatments. The out-patient department 
has given 240,000 treatments, no patient paying more 
than 1/10 of a cent. The hospital is always full. War 
makes trouble for the innocent by-standers, and men, 
women and children suffer in other ways than from 
bullets. Undernourishment causes all sorts of diseases. 
To close a hospital for these destitute people is heart- 
breaking. But the mission ruling that all American 
women must be evacuated takes away our business 
manager, Miss Lamberton, and our head nurse, Miss 
Hurst. 

Mrs. McCracken and I had planned to leave for fur- 
lough this fall; this emergency confronts us and we 
are postponing our departure until conditions either 
improve, or force us out. 

After three and a quarter years of war, the Chi- 
nese are still unconquered, Just give these people a 
chance and they will find a way to make a living. A 
half mile from us there has grown up a squatter 
village; probably a thousand people live on that small 
piece of land, in matting sheds as close together as 
possible. There is always danger of fire in these huts, 
and a month ago, fire burned out this entire district. 
The next morning the people were back, poking 
through the ashes to see what could be salvaged. In 
a day or so the matsheds were being put up again. 
During the time that these sheds were being built, the 
people spent the nights lying out on the ground, cov- 
ered with newspapers, old rags, burlap sacks or dirty 
cotton quilts, anything that would keep out some of 
the cold, the wind and the rain. In this ability to en- 
dure and conquer hardship lies the hope of China. 

With grateful thanks for the past and with hope 
for the future, 

I am yours faithfully, 


J. C. McCracken 
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BOOK REVIEWS 


Office Urology, with a Section on Cystoscopy. By 
P. S. Pelouze, M.D., Assistant Professor of Urol- 
ogy, University of Pennsylvania, Philadelphia: W. 
B. Saunders, 1940. 


tice, the author avoids overenthusiasm for new 

discoveries, yet does not hesitate to reinterpret 
accepted truths in the light of present clinical experi- 
ence. Basic concepts of applied anatomy and physi- 
ology of the urogenital system, the current cardinal 
symptoms of dysfunction, accepted urologic procedures, 
methods of examination and treatment are all fully 
discussed. 

The author believes that the present use of urinary 
acidifiers as mandalates and ketogenic diet as well as 
the recent introduction of sulfon compounds may 
usher in a new day. 

The chapter on gonorrhea is perhaps the most in- 
teresting and authoritative in the book. Recent ad- 
vances in the chemotherapy of gonorrhea are fully 
discussed. He does not advocate the use of foreign 
proteins, vaccines, chemotherapy or diathermy in the 
treatment of acute and chronic gonorrhea and its com- 
plications. In quite unorthodox manner he sweepingly 
denies the relation of the seminal vesicles to the pros- 
tate gland as a factor in gonorrheal infection. He em- 
phasizes that the seminal vesicles are only rarely the 
seat of infection and that there is no such disease as 
“prostato-vesiculitis.” 

He believes that the sexual question as a whole, in- 
cluding the so-called sex urge, impotence, etc., is al- 
most entirely a matter of mind rather than of internal 
secretions or local urethral or gonadal pathology or 
dysfunction. He emphatically counsels against needless 
urologic meddling with patients addicted to masturba- 
tion, coitus interruptus, premature ejaculations, im- 
potentia, seminal emissions, etc. Regarding the effect 
of endocrines upon sexual function, the author points 
to paucity of carefully controlled data and pleads for 
conservatism and suspended judgment for the present. 

A large section of the book is devoted to cysto- 
scopy and urography, cystography, vesiculography, 
etc. Present methods and technics of intravenous and 
retrograde pyelography, their uses and limitations, are 
described. The text is clear, precise and to the point, 
making this a helpful guide for the general practition- 
er as well as the surgical and urological specialist. 


L. M. B. 


& this common-sense presentation of urologic prac- 


Tecnica y Educacion Quirurgica. By Julian Gon- 
zalez Mendez. Second Edition. Pp. 462. Mexico. 


HE fact that this splendid volume appears in a 
second edition, the first having been released in 
1933, bespeaks its wide acceptance. It is an in- 
dispensable guide for the beginner in operative surgery, 
since only by mastery of elementary knowledge is sur- 
gical. achievement possible. This volume initiates the 
beginner into the very rudiments of technical detail and 
gradually leads him by the hand through major sur- 
gical procedures. Operating-room arrangement, suture 
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material, sterilization, instrumentarium, antisepsis, 
asepsis and allied subjects constitute the introductory 
chapters, followed by methods of anesthesia, particu- 
larly as related to experimental animals. The general 
technical procedures, such as incision, hemostasis, etc., 
are discussed in another division of the work. The 
author then ably describes in step-by-step manner the 
most important operations with which the general sur- 
geon has to deal, such as ligation of the carotid artery, 
tracheotomy, amputations, operations on the gastro- 
intestinal tract, spleen, the biliary passages, hysterec- 
tomy, trephining the skull, etc. The work closes with 
a succinct description of preoperative and postopera- 
tive care. 

There is an outline for proper postmortem exami- 
nations; a good index is appended. The illustrations 
are mainly photographs, well executed; the pen and 
ink drawings, while diagrammatic, are to the point. 
For the student this work is invaluable, most especial- 
ly to the young man who aspires to surgery as a 
specialty. All those who read Spanish will find this 
work worth while. 

M. T. 


A Manual of Otology, Rhinology, and Laryngol- 
ogy. By Howard C. Ballenger, Assistant Profes- 
sor of Otolaryngology, Northwestern University 
School of Medicine. Price, $3.75. Pp. 302, with 
90 illustrations and 4 color plates. Philadelphia: 
Lea and Febiger, 1940. 


HIS volume is a condensation of the Ballenger 

Textbook on Diseases of the Nose, Throat and 

Ear, being about one-third its size. The subject 
material is in four parts. The nose and. corresponding 
sinuses are treated in eleven chapters, covering 80 
pages; the pharynx and fauces are treated in five 
chapters, totaling 134 pages; diseases of the larynx 
cover 34 pages, divided into six chapters; and the ear 
is given 121 pages, divided into thirteen chapters. Sur- 
gical technic is omitted; anatomy, etiology, symptoms 
and diagnosis are emphasized. The information given 
is satisfactory, though brief. This volume should be 
much welcomed by the undergraduate, as it fills a 
very definite need. It is concise, but with enough ex- 
planations of pathology and sufficient illustrations to 
give a clear conception of the subject. The advice for 
therapeutic measures is brief, but definite and satis- 
factory. The index is adequate. ee 


Diagnosis and Treatment of Head Injuries. By Sid- 
ney D. Gross, M.D., F.A.C.S., Attending Neuro- 
surgeon, Beth Israel Hospital, Associate Neuro- 
surgeon, Morrisiania City Hospital, Adjunct Neu- 
rosurgeon, Mount Sinai Hospital, Instructor’, 
New York University; and William Ehrlich, 
M.D., Associate Attending Neurosurgeon, New- 
ark Beth Israel Hospital, Neurosurgeon, Barnett 
Memorial Hospital, Paterson, Consulting Neuro- 
surgeon, St. Joseph’s Hospital, Paterson, New 
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Jersey. Introduction by Percival Bailey, M.D., 
Ph.D., Professor of Neurology and Neurosur- 
gery, University of Illinois. Price, $5. Pp. 275, 
with 94 illustrations. New York and London: 
Paul B. Hoeber, Inc., 1940. 


HIS book contains much valuable information 
concerning head injuries, which are so preva- 
lent in these days of automobile accidents. The 
illustrations are well executed. A careful study of 
this volume should result in the saving of many lives. 
We recommend ‘this book highly to the general prac- 


titioner. 
X. A. M. 


s 


Surgery of the Hand (Wound Infections and 
Closed Traumata). By Marc Iselin, M.D., Sur- 
geon, American Hospital, Paris. Translated by 
TT. M.. J. DiOiay, MB: Ch... FRCS; -Sur- 
geon and Deputy Medical Superintendent, City 
General Hospital, Leicester, and Thomas B. 
Mouat, M.D., Ch.M., F.R.C.S., Surgeon, Royal 
Infirmary, Sheffield, Lecturer in Surgery, Uni- 
versity of Sheffield. Pp. 353, with 135 illustra- 
tions, including 8 plates. 1940. 


HIS excellent work is a practical manual for 

the treatment of disabilities resulting from 

wounds, infections, fractures, dislocations and 
sprains of the digits and hands. Every phase of trau- 
matic contingency and pathologic entity is covered. 
The author points out that only strict attention to the 
primary care of wounds will reduce the number of 
complications, and that a lacerated hand is no minor 
matter. The value of immediate skin graft and of 
placing the hand in the position of function from the 
beginning are stressed. The author admonishes against 
the use of straight splints. 

In his experiments Iselin was impressed with a dif- 
ference between what he considered the middle pal- 
mar space and that described by Kanavel. He believes 
the space extends to the second metacarpal and not 
to the third. He emphasizes the existence of an ex- 
ternal intermuscular aponeurosis which separates the 
midpalmar from the thenar space and passes through 
the central palmar space. 

In spite of its excellence, a few minor criticisms can 
be made. Figure 70-B, page 214, is somewhat con- 
fusing. There is somewhat too great emphasis laid on 
the use of iodine and too little on the excellent value 
of soap and water. This reviewer believes that on 
page Zz, under ‘ ‘signs of thenar space infection,” the 
all-important sign of loss of concavity of the first 
interdigital web should have been mentioned. Some 
may disagree with the author in his insistence on 
dry and infrequent dressings in tenosynovitis. 


| aa 


Minor Surgery. By Frederick Christopher, M.D., 
Assistant Professor of Surgery, Northwestern 
University. Fourth Edition. Price, $10. Pp. 990, 
with 639 illustrations. Philadelphia: W. B. Saun- 
ders, 1940. 


N this new edition of a work long highly regarded 
by the medical profession, much old material has 
been deleted and the text brought up to date. The 

text is lucid; the illustrations, as a whole, good; the 


type easy on the eyes. The concluding chapter on hos- 
pital technic contains much valuable information for 
the surgical intern. Although this reviewer agrees 
with the author’s conclusions on the injection treat- 
ment of hernia, it is to be feared that he has stirred 
up a hornet’s nest of discussion. Tumors are too brief- 
ly discussed. There appears a rather paradoxical state- 
ment on the treatment of pigmented moles. Farther 
on the author quotes Lee to the effect that “the only 
way to achieve better results is to urge physicians to 
recommend prophylactic excision of all pigmented 
areas that are exposed to trauma or irritation.” 


K. 


The New International Clinics. By George Morris 
Piersol, M.D. Vol. I, New Series 3. Price, i Pp. 
319, with 31 illustrations. Philadelphia: J. B. Lip- 
pincott, 1940. 


HIS -new issue of “Clinics” is in keeping with 

the high quality of its predecessors. The treat- 

ment of angina pectoris, the use of sulfapyri- 
dine in pneumococcal, streptococcal and staphylococ- 
cal infections, the use of vitamin K in pseudohemo- 
philia hepatica of childhood are presented in a most 
interesting manner. The volume takes in a great many 
subjects and is well rounded. The closing chapter on 
vitamins is highly informative. m 

re 


Holt’s Diseases of Infancy and Childhood: A text- 
book for the use of students and practitioners. 
By the late L. Emmett Holt, M.D., and John 
Howland, M.D. Revised by L. Emmett Holt, Jr., 

M.D., Associate Professor of Pediatrics, Johns 
7 University, Baltimore, and Rustin Mc- 
Intosh, M.D., Carpentier Professor of Pediatrics, 
Columbia University, New York. Eleventh edi- 
tion. Price, $10. Pp. 1421, with 262 illustrations. 
New York, London: D. Appleton-Century Com- 
pany, Inc., 1940. 


HE eleventh edition of this, one of the best known 

textbooks on pediatrics, is the most excellent 

text, in my opinion, for the pediatrician, In this 
new edition the authors have successfully combined 
the advantages of single and multiple authorships by 
inviting the collaboration rather than the independent 
contribution of a number of well-known specialists in 
pediatrics. The result is, I believe, a modern text on 
pediatrics which has no equal, at least in the English 
language. 

In keeping abreast of the many recent advances in 
all fields of pediatrics, the authors have made exten- 
sive changes in this edition. Some parts have been en- 
tirely rewritten, others have been brought up to the 
minute and some entirely new parts have been added. 
Among the new topics may be mentioned glycogen 
disease, lipodystrophy, adrenal insufficiency, osteopetro- 
sis, petrositis, erythroblastosis fetalis and cystic fibrosis 
of the pancreas. The entire subject is presented clearly 
and simply, making it indeed a pleasure to read the 
wealth of material gathered in the more than 1,400 
pages of the book. 

B. M. G. 
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A Surgeon’s Life. By J. M. T. Finney. Price $3.50. 
Pp. 410. New York: G. P. Putnam’s Sons, 1940. 


HE Nestor of American surgeons is a direct 
descendant of Robert and Dorothy Finney, who 
came to this country from Belfast in 1720 and 
settled in New London, Pennsylvania. His father and 
grandfather, graduates of Princeton, were Presby- 
terian ministers and his grandfather Parker a teacher 
and graduate of Dartmouth. 

On his twenty-first birthday, in 1884, he received an 
A.B. from Princeton and in 1889 an M.D. from Har- 
vard, with the distinction of playing varsity football 
at each school. After serving a year as resident sur- 
geon at the Massachusetts General Hospital under 
Drs. C. B. Porter, John Homans, and A. T. Cabot, 
he joined the staff of Professor Halsted at the Johns 
Hopkins Hospital, where he has been teaching and 
practicing the fundamental laws of good surgery as 
insisted upon by Halsted: “the exercise of unremitting 
diligence and scrupulous care in the performance of a 
surgical operation. . . . The ability to perform a sur- 
gical operation as nearly scientifically and technically 
perfect as possible is essential to the surgeon in caring 
for the physical well-being of the patient, but this is 
not the whole story; it is only one side of the picture. 
The personal equation of the patient, to which un- 
fortunately often little or no attention is paid, must be 
taken into account if the best results are to be achieved. 
If he is worthy of the name, he will not forget that 
his patient, like himself, is a human being possessed 
of feelings and emotions, which the surgeon is morally 
bound to respect, and the disregard of which will often 
unfavorably affect the result of the operation.” The 
tribute he pays his chief of thirty-three years—“teach- 
er, investigator, master surgeon and benefactor of 
mankind”—is equally true of Professor Finney. 

Still active in practice of surgery, he has taken time 
out to write an important chapter in the history of 
surgery extending over half a century, during which 
time he has played a leading role in developing sur- 
gery from an art to an exact science, without losing 
sight of the fact that we are operating upon “human 
beings.” 

As to his religious philosophy: “It is not necessary 
for a doctor to try in any way to force his religious 
beliefs or practices upon his patients, indeed it would 
be quite out of place. All that is necessary is that he 
himself should quietly live his religion in his daily 
professional life and be ready, when occasions arise, 
to speak a word of encouragement to some sick and 
discouraged soul in need of spiritual as well as phy- 
sical help.” 

The proponents of socialized medicine will find here 
reasons why it has failed in every country in which it 
has been tried. 

The real reason why he declined the presidency of 
Princeton University can be found in the last para- 
graph: ‘The true physician is supremely happy in his 
work, he could not be happy doing anything else. Once 
having caught the vision as it unfolds before his gaze, 
all else fades into insignificance.” This book ranks 
with the Life of Osler. 

We 9s 'C. 





Surgery of Modern Warfare. Compiled by 65 con- 
tributors and edited by Hamilton Bailey, F.R.- 
C.S., F.1.C.S., Surgeon Royal Northern Hospital, 
London, etc. Part 1, pp. 160. Edinburgh: E. & 
S. Livingston, 1940. 


HIS monograph epitomizes British surgical ex- 
perience in the Second World War, up to the 


end of 1940. The contributors are outstanding 
surgeons of Great Britain, and include authorities with 
a practical background in the First World War. The 
volume is well written and has excellent illustrations. 
It approaches the subject in a practical way, without 
the alloy of too much theory. The book is divided in 
two parts: (1) Wounds: General Consideration, (2) 
Wounds: Special Consideration. 

In spite of all that seems to be new in the present 
war, some of the outstanding methods of the First 
World War remain in use. Among these may be men- 
tioned: the Carrel-Dakin treatment, the recognition of 
the period of contamination, of infection and dissemi- 
nation, and the fundamental difference between wound 
excision and débridement. The latter point is often un- 
observed. The editor states very clearly: “Wound ex- 
cision is a meticulous process, often time-consuming 
and only to be carried out soon after wounding. Dé- 
bridement simply implies enlargement of the wound in 
order to effect free drainage. Wound excision is the 
antithesis of débridement.” The use of the new drug 
sulphonamide is also described. 

Throughout, the book is replete with subjects worthy 
of the war surgeon’s perusal. This is only a prelimi- 
nary, but a very valuable contribution to the surgery 
of war as it has developed. We look forward to the 
promised Part 2, which will appear shortly. 


W. S. B. 


History of Medicine. By Arturo Castiglioni, form- 
erly Professor at the University of Padua; Re- 
search Associate in the History of Medicine at 
Yale University. Translated from the Italian 
and edited by E. B. Krumbhaar, M.D., Ph.D. Pp. 
960 with 443 illustrations. New York: Alfred A 
Knopf, 1940. 


ROFESSOR Castiglioni is world renowned as 

an authority on medical history. For years he was 

professor of the history of medicine at the Uni- 
versity of Padua, Italy. Unfortunately, the history 
of medicine is a much neglected part of the curric- 
ulum in many medical schools. This work can be 
highly recommended not only to the student but to 
everyone, be he general practitioner or specialist. The 
book is written in a most engaging style and is ex- 
cellently classified and illustrated. The text is concise, 
outstanding for clarity and engagingly presented. Dis- 
coveries and medical achievements from prehistoric 
times down to the present are succinctly pointed out, 
and the author paints vivid pen pictures of medical 
personalities among the Aztecs, the Incas and in an- 
cient Babylon. The medical contributions of Judaic, 
Persian, Indian, Chinese, Greek and Roman periods 
are lucidly described. The English adaptation by Dr. 
E. B. Krumbhaar is excellent, as are the sections he 
contributed on British and American medicine, par- 
ticularly of the modern period. This work should be 
in every library and in the possession of every medi- 
cal man and student. 


M. T. 























Abdominal Operations. By Rodney Maingot, F. R.- 
C.S. (Eng.), Senior Surgeon to the Southend 
General Hospital and to the Royal Waterloo 
Hospital, London. 2 vols. Pp. 1,400, with 795 figures, 
298 plates, 16 color plates. New York, London: 
D. Appleton-Century Co., 1940. 


is a worthy successor to the late Lord Moyni- 
han’s work on Abdominal Operations. The two 
volumes are divided into eleven parts. The first deals 
with abdominal incisions, describing and evaluating 
the various approaches to the abdominal cavity. This 
reviewer wholeheartedly agrees with the emphasis 


"Tie work by an outstanding English surgeon 


placed by the author on the closure of the abdomen by 


the surgeon himself “instead of relegating this most 
important step to an assistant.” He is also in agree- 
ment with the author’s dislike for continuous skin 
sutures for abdominal closure. In many quarters inter- 
rupted sutures are rightly given precedence over con- 
tinuous sutures. 

In Part 2 the various operations of the stomach and 
duodenum are thoroughly discussed, with separate 
treatment of gastric and duodenal ulcers. In Part 3 
the author interestingly presents the surgery of the 
spleen, with many valuable hints on technical details. 
The importance of preoperative evacuation of gastric 
contents preceding splenectomy is pointed out. This 
chapter, like all the others, is beautifully illustrated. 
Part 4 deals with surgery of the pancreas. Part 5 
discusses thoroughly all phases of surgery of the gall- 
bladder and the bile ducts. Here the author empha- 
sizes the advantages of the retroperitoneal approach 
to subphrenic abscess. Part 6 deals informatively with 
surgical interferences on the liver. Part 7 is devoted 
to surgery of the vermiform appendix; Part 8 to sur- 
gical entities of the peritoneum, mesentery and omen- 
tum. Part 9 is an all-inclusive treatment of hernia 
surgery; the shutter-like action of the internal oblique 
muscle is stressed. Part 10 deals in a classical and in- 
structive manner with the surgery of the intestines. 
The work concludes with an excellent chapter on 
postoperative chest complications by R. Sleigh John- 
son. It would be impossible to state which chapters 
are the best. Clinical manifestations, pathology, dif- 
ferential diagnosis, indications for operation and choice 
of treatment are all expertly described, well classified 
and analytically evaluated by an experienced teacher 
of surgical art. 

The illustrations by Pauline Lariviére, one-time 
pupil of Max Brédel, are superb, being both beautiful 
and instructive. Twenty-three plates are executed in 
beautiful colors. The index is comprehensive. Biblio- 
graphic references are well distributed throughout the 
text. The printing, binding and paper are of fine qual- 
ity. This worthwhile contribution to contemporary 
surgical literature will undoubtedly be received warm- 
ly by the surgical profession. 

M.-T: 


Nursing Arts. Compiled for Sage Memorial Hos- 
pital, Ganado, Arizona. Pp. 258. 


what is most practical in the nursing arts. Its 
text was contributed by the nursing staff of the 
Sage Memorial Hospital School of Nursing. It is to 


Ts: handy book is an excellent compilation of 
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the point, not padded, and describes succinctly the es- 
sentials of proper nursing from the admission of the 
patient to his leaving the hospital. Not only the essen- 
tials of general nursing are discussed, but advice is 
given on preoperative and postoperative care of the 
patient, administration of medicine, hypodermoclysis, 
vaginal irrigation, etc. Nurses will find this excellent 
for ready reference. It can be highly recommended. 


> ey as." 


A Textbook of Surgery. By John Homans, M.D., 
Clinical Professor of Surgery, with the Collabora- 
tion of 23 Teachers of the Surgical Department 
of Harvard Medical School. Fifth Edition. Price, 
$8. Pp. 1272. Springfield, Illinois: Charles C. 
Thomas, 1940. 


valuable information presented in an attractive 

manner. The historical descriptions preceding 
each chapter should be of great aid to the student. The 
chapter on thoracic surgery is particularly fine, tak- 
ing into consideration the importance of postoperative 
pulmonary complications. The value of heparin is 
stressed in the treatment of pulmonary embolism. 
The chapter on neurosurgery shows clearly the high 
regard in which the author held the Jate Harvey 
Cushing. 

This book has been most successfully revised; near- 
ly three hundred subjects have been brought up to 
date. The index is complete. It is embellished by Shep- 
ard illustrations. This informative volume can be high- 
ly recommended to both student and surgeon. 


E. K. 


"Tose book contains an enormous amount of 


An Atlas of Human Anatomy: For Students and 
Physicians. By Carl Toldt, M.D., assisted by 
Prof. Alois Dalla Rosa, M.D. Adapted to Eng- 
lish, American and international terminology by 
M. Edward Paul, M.D. (Brux.), M.R.C.S., L.R.- 
C.P. Second edition. 2 vols., 1505 figures. New 
York: Macmillan Co., 1928. 


ranged in two volumes. Volume I comprises the 

following: Part 1, Regions of the human body, 
osteology; Part 2, Arthrology; Part 3, Myology. 
Volume II is subdivided into: Part 4, Splanchnology ;' 
Part 5, Angeiology; Part 6, Neurology and organs of 
the senses. A full index follows each section. Foot- 
notes and, explanatory notes make more than an “at- 
las” of these two excellent volumes. Anatomic details 
have been beautifully reproduced in the magnificent 
illustrations. Not only is the normal anatomy present-. 
ed but unusual anatomic variations are discussed as 
well (sacralization of the fifth lumbar vertebra, the 
sternalis muscle, the common mesentery of the colon, 
etc.). The brown color used to depict muscle seems to 
have a disconcerting, lifeless quality and could be 
improved by a more natural red. As a whole, however, 
the work is quite flawless and can be unreservedly 
recommended to both students and physicians. 


Ts: second edition of this popular atlas is ar- 
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